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PREFACE 


Education  of  Nurse  Assistants  is  governed  by  regulations  of  the 
Connecticut  Public  Code.  Subsection  (1)  of  Section  19"13-D8t  and 
Section  19-13  D  69.  Federal  Medicare  regulations  (Appendix  A) 
were  modified  in  1988  and  specifically  addressed  the  training  of 
Nurse  Aides  (Nurse  Assistants).  Connecticut  regulations  exceed 
the  federal  requirements  for  training  Nurse  Assistants. 

In  compliance  with  statutory  regulations,  a  curriculum  outline 
for  the  Nurse  Assistant  Training  Program  was  developed  as  a 
coordinated  effort  between  che  Department  of  Health  Services, 
Department  of  Education,  Vocational  Technical  School  System  and 
Board  of  Higher  Education,  Regional  Community  College  System. 
Utilizing  thi-  Nurse  Assistant  Curriculum  Outline,  a  committee  of 
local  education  agency  (LEA)  educators,  under  the  auspices  of  the 
Bureau  of  Vocational  Services,  was  formed  to  develop  an  in-depth 
teacher's  guide  for  the  high  cchool  programs.  After  reviewing 
numerous  teacher's  guides  from  other  states,  the  Missouri  Nurse 
Assistant  in  a  Long-Term  Care  Facility  Instructor  Guide  was 
chosen  as  the  best  basic  document  by  the  committee  which 
considered  it  to  be  well  written,  comprehensive  and  presented  in 
an  excellent  format. 

The  committee  requested  and  received  permission  to  use  the 
Missouri  document  which  includes  graphs  and  illustrations  and 
adapt  it  to  meet  the  needs  and  requirements  for  the  State  of 
Connecticut.  The  entire  guide  was  reviewed,  modified  and 
augmented  in  order  to  prepare  this  material  for  Connecticut 
teachers.  A  great  debt  of  gratitude  is  owed  to  the  developers  of 
the  Missouri  Nurse  Assistant  in  a  Long-Term  Care  Facility.  Their 
material  is  universal  in  its  approach  to  the  education  and 
training  of  nurse  assistants.  It  would  have  been  a  waste  of  time 
and  effort  to  re-develop  each  lesson  when  it  was  already  so  well 
done.  It  became  the  committee's  charge  to  make  minor  changes  in 
each  lesson,  rearrange  some  units  and  lessons  and  add  units  on 
home  health  care  and  home  management,  mental  health,  mental 
illness,  developmental  disabilities  and  the  life  cycle. 


TECHNICAL  COMMITTEE 


Jane  A.  Borkowski,  R.N.,  M.S..  Chairperson 
Barbara  R.  Acaropora.  R.N.,  B.S* 
Lind^  M.  Biedrycki,  B.S..  M.A. 
Laurette  J-  Caron*  R.N.,  B,S. 
Jane  C.  Miller*  R.N. 

Carol  McKeon.  R.N..  M.S.N.E..  Consultant  for  Health  Occupations. 
Bureau  of  Vocational  Services.  Division  of  Vocational. 
Technical  and  Adult  Education 

The  Committee  is  grateful  for  the  word  processing  that  was  done 
by  Ruth  iottomley.  Elaine  Lemelin  and  Angela  West. 


GRGANIZAnONAL  STRUCTURE 

I.  INTRODUCTION 

The  purpose  of  the  Nurse  Assistant  Training  Program  is  to 
prepare  students  for  entry  level  employment  in  a  long--term 
cate  facility  or  with  a  licensed  home  health  care  agency. 
The  one-hundred  and  thirty-five  hour  course  is  designed  to 
teach  basic  skills  in  patient  care  which  will  qualify  the 
student  to  assist  the  licensed  practical  nurse  or  the 
registered  professional  nurse  in  direct  patient  care.  It 
focuses  on  preparing  graduates  to  meet  minimum  standards 
for  employment  and  requires  continuing  on-the-job 
supervision  of  the  employed  certified  nurse  assistants  in 
nursing  care  facilities  and  in  home  health  care  agencies. 

II.  STATEMENT  OF  PHILOSOPHY 

Care  givers  share  a  common  sensitivity  to  all  human 
beings.  They  share  a  commitment,  with  ether  members  of 
the  health  care  team,  to  help  clients  overcome  ignorance, 
restore  health  and  maintain  wellness.  Federal  and  state 
laws  and  regulations  are  adopted  to  insure  quality  care  to 
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all  clients.  This  prescribed  educational  program  is  designed  to 
include  those  aspects  of  learning  which  will  enable  students  to 
assist  in  providing  for  the  physical  and  emotional  needs  of  the 
client.  The  desired  goal  is  the  attainment  of  the  optimum  degree 
of  independence  and  wellness  of  the  client. 

III.      MAJOR  COMPETENCIES 

Upol  successful  completion  of  thA  program*  the  student 
will  be  able  to: 

1.  Demonstrate  knowledge  of  the  health  care  system  and  the 
role  of  the  nurse  assistant. 

2.  Demonstrate     knowledge     of     career     opportunities  and 
continuing  educational  programs  in  the  health  field. 

3.  Demonstrate       knowledge       of       legal       and  ethical 
responsibilities  of  the  nurse  assistant. 

4.  Demonstrate   knowledge   of   basic   human  needs   and  their 
relationship  to  the  nurse  assistant. 

5.  Provide  a  safe  and  healthful  environment  for  the  clienx. 

6.  De?nonstrate     knowledge     of     basic     human    anatomy  and 
physiology. 

7.  Demonstrate  knowledge  of  changes  that  occur  across  the 
life  span. 

8.  Demonstrate    knowledge    of    nutritional    needs    and  food 

management • 

9.  Provide  personul  care  and  hygiene. 

10.  Perform  special  care  activities. 

11.  Assist  client  with  meeting  rehabilitation  needs. 

12.  Perform  basic  household  management  tasks. 

13.  Demonstrate  effective  communication  skills  and  behavior 
in  the  clinical  and  classroom  settings. 

14.  Report  and  record  observations. 

15.  Demonstrate  employability  skills. 
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EDUCATIONAL  PROGRAM 


I.  The  local  educational  agency  approved  programs  foe  training 
nurse  assistants  shall  consist  of  120  hours  of  classroom/ 
laboratory  practice  and  60  hours  of  instructor-supervised 
clinical  experience  in  facilities  and  agencies  that  meet  the 
State  Department  of  Health  Services  requirements  for 
licensure.  This  document  contains  the  Department  of  Health 
Services  "basic  course"  required  content  for  the  minimum  75 
hours  class/laboratory  practice  and  60  hours  of  supervised 
clinical  experience.  Both  the  LEA  and  the  adult  "basic 
course"  recommend  that  some  portion  of  the  60  hours  of 
clinical  experience  be  in  a  home  setting. 

II.  The  program  shall  be  taught  by  a  registered  professional 
nurse  certified  by  the  Connecticut  State  Department  of 
Education.  The  instructor  is  required  to  be  covered  by 
professional  malpractice  insurance  provided  by  the  nchool. 
the  facility/agency  or  the  individual.  Ideally,  the  home 
management  component  should  be  taught  by  a  certified  home 
economics  teacher.  If  this  is  not  possible,  professionals 
*n  specialties  such  as  home  economics,  dietetics,  child 
development,  social  service  and  others,  as  required  to 
satisfy  the  Nurse  Assistant  Curriculum  Outline  approved  by 
the  Department  of  Health  Services,  may  be  invited  to  teach 
specific  segments. 
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III.  This  program  is  designed  to: 

A.  Prepare  students  for  entry  level  employment  as  nurse 
assistants  in  extended  care  facilities  and  licensed  home 
health  care  agencies,  according  to  the  Connecticut 
Public  Health  Code. 

B.  Provide  students  with  a  current  and  accurate  picture  of 
the  * -merous  career  choices  in  the  health  field  in  order 
to  aid  students  in  matching  their  abilities  with  future 
career  choices. 

xiv 


C.     Provide    students    with   fundamental    knowledge    that  will 
enable  them  to  practice  sound  health  measures. 


IV.  The  syllabus'  content  includes  THE  NURSE  ASSISTANT'S  ROLE. 
THE  CLIENT' S  ENVIRONMENT,  THE  CLIENT.  SAFETY.  FOOD  AND 
NUTRITION.  PERSONAL  CARE.  ELIMINATION.  RESTORATIVE  NURSING 
and  SPECIAL  PROCEDURES  including  vital  signs.  This  is  the 
basic  content  for  certification.  There  is  no  limit  to 
content  and  instruction  beyond  this — i.e.  career  options, 
expanded  anatomy  and  physiology  and  employability  skills. 

Instruction  is  provided  for  students  in  grades  11  and  12  as 
well  as  adults  if  approved  by  the  LEAs. 

Each  instructor  will  develop  his/her  own  lessons  plans, 
schedule  of  classroom  and  clinical  components,  calendar  of 
field  trips  and  resource  materials.  The  classroom  portion 
of  the  program  should  have  no  more  than  a  1-16  ratio.  All 
laboratory  and  clinical  experience  must  be  supervised  by  the 
nurse-instructor  of  the  program  at  the  suggested  ratio  of 
1-8  or  less. 


V.  Major  competencies  musc  be  included  in  the  program  to  comply 
with  the  requirements  for  certification  established  by  the 
Connecticut  State  De;>at.tment  of  Health  Services  regulations. 

Within  the  framew-^iik  of  the  major  competencies  and  the 
particular  curriculum  content  are  woven  the  skills, 
knowledge  and  attitudes  which  are  essential  to  the  total 
development  of  the  individual  as  presented  in  the 
Connecticut's  Common  Core  of  Learning.     (Appendix  B) 

VI .  Written  contractual  agreements  clarifying  areas  of 
responsibility  are  required  between  the  school  district  and 


health  care  agencies.     (Appendix  C) 
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VII.  The  Vocational  Industrial  Clubs  of  America  (VICA)  is  the 
appropriate  student  organization  for  providing  leadership 
training  experience  and  for  reinforcing  specific  vocational 
skills.  When  provided,  these  activities  are  considered  en 
integral  part  of  the  instructional  program. 

EVALUATION 

Evaluation  is  an  essential  part  of  the  program.  Competency 
evaluation  is  required  by  the  Connecticut  state  regulations. 

A.  Classroom  participation,  quizzes,  daily  assignments, 
reports,  etc . 

B.  Mid-term  and  final  examinations 

C.  Performance  evaluation  sheets 

RECORDS 

Records  are  to  be  maintained. 

A.  The  teacher  shall  complete  and  sign  the  competency 
record  sheet.  A  record  sheet  shall  be  kept  of  all  tests 
and  examinations  and  shall  include  scores  and  comments. 

B.  A  copy  of  the  student's  final  record  shall  be  provided 
to  the  student. 

C.  The  school  shall  keep  the  records  of  the  students 
trained. 

CERTIFICATION 

I,  Certification  of  nurse  assistants  is  required  by  Connecticut 
regulations;  therefore,  the  term  "Certified  Nurse  Assistant" 
should  be  used  in  connection  with  successful  completion  of 
this  course.  This  is  an  approved  LEA  program  for  nurse 
assistant       certification.         To       be       recommended  for 
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certification,  students  must  demonstrate  satisfactory 
achievement  in  the  classroom.  simulated  laboratory  and 
clinical  performance  based  on  the  professional  judgement  of 
the  instructor,  A  student  may  recieve  LEA  credit  for  the 
program  and  not  be  recommended  for  certification. 

II.  Certificates  are  awarded  through  the  LEAs. 

III.  In  compliance  with  the  federal  Nursing  Home  Reform  Act.  as 
reported  in  the  Omnibus  Budget  Reconciliation  Reform  Act. 
1987.  the  State  Department  of  Health  Services  must  establish 
a  central  registry  of  all  Certified  Nurse  Aides  (Assistants) 
(CNAs). 
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INFORMATION  FOR  THE  TEACHER 

I.  It  is  recommended  that  the  teacher  participate  in  the 
recruiting,  screening  and  final  selection  of  students  who 
are  interested  in  the  program  and  will  be  seeking 
employment  after  graduation  or  are  planning  on  further 
technical  education  in  the  health  field. 

II.  Orientation  of  faculty  administrators,  guidance  personnel 
and  students  regarding  the  program  should  be  a  function  of 
the  N.A.  Program  teacher. 

III.  The  teacher  will  establish  a  definite  time  schedule  for 
clinical  experience  with  clinical  facilities  or  agencies 
and  schools.  (A  block  of  morning  time,  a  minimum  of  3 
hours  in  length,  is  usually  necessary  to  provide  a  good 
learning  experience.) 

IV.  Suitable  arrangements  for  transportation  to  clinical 
facilities  must  be  made. 

V.  The  school  and  clinical  facilities  must  establish  policies 
and    procedures    regarding   student's    physical  examinations, 

uniforms,  ei.c. 

VI.  A  plan  for  assisting  in  placement  of  students  after 
certification  must  be  developed. 

VII.  A  plan  for  continuing  evaluation  of  the  program  by 
students,  instructor,  appropriate  staff  members  of  clinical 
facilities,  potential  employers,  school  administrators , 
graduates  of  the  program,  etc. ,  will  be  used  in  improving, 
revising  and  modifying  the  program,  always  following  the 
guidelines. 
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The  instructor personal  qualifications  and  teaching 
ability  will  be  evaluated  in  accordance  with  the  school 
district's  plan  developed  in  compliance  with  the  state 
requirements  for  the  evaluation  of  education  personnel, 
Connecticut  General  Statutes,  Section  10--151(b). 
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GENERAL  INFORMATION  REGARDING  USE  OF  THIS  MANUAL 

I.      This  document  has  been  prepared  to  assist  the  teacher  who 
is  instructing  in  a  Nurse  Assistant  Certification  Program. 

The  fainiliar  **you"  is  used  throughout  the  document  in 
sections  written  as  material  to  be  presented  by  the 
teacher  to  students. 

The  abbreviation  NA  has  been  used  occasionally  for  brevity 
to  indicate  nurse  assistant. 

II.  Throughout  this  document,  the  term  "client"  is  used 
exclusively  and  can  mean  "resident"  (usually  a  person 
hospitalized  in  a  long-term  care  facility)  or  "patient" 
(usually  a  person  hospitalized  in  an  acute  care  facility) 
or  "client"  (usually  a  person  receiving  health  services 
outside  one  of  the  above-mentioned  facilities). 

III.      syllabus   format:      There   are    nine  UNITS   and   72  LESSONS. 

Each  UNIT  has  the  same  SCOPE  OF  UNIT  with  a  new  set  of 
STUDENT  OBJECTIVES  (competencies)  for  each  LESSON.  For 
easy  use.  the  following  colors  are  used  for  identification: 

WH I TE  PAGES :  The  s  e  i  nc 1 ud  e  LESSON  TITLE  PAGE .  SCOPE . 
OBJECTIVES.  SUPPLEMENTARY  TEACHING /LEARNING  ITEMS . 
TEACHER  RESOURCES  and  INTRODUCTION  of  lesson  to  students 
in  the  familiar  form.  These  are  suggestions  only.  You 
will  add,  delete  or  modify  according  to  your  jwn 
teaching  style.  Other  WHITE  pages  are  HANDOUTS  for  the 
teacher  to  duplicate  for  students .  Please  note  that 
each  lesson  will  indicate  if  a  handout  is  available  with 
notation  (HO). 
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YELLOW  PAGES:  OUTLINE  (key  points)  include  definitions 
and  basic  subject  matter  for  each  lesson.  It  is  here 
that  you  will  nota  (HO).  Answers  to  the  CLASSROOM 
DISCUSSION  (CD)  are  noted.  The  lesson  ends  with  a 
SUMMARY  AND  CONCLUSION,  the  conclusion  usually  being  in 
the  familiar  form,  addressed  to  the  student.  Again, 
this  is  suggested  material  to  ensure  that  all  topics  in 
the  NURSE  ASSISTANT  CURRICULUM  are  covered. 

GREEN  PAGES:  STEPS  OF  PROCEDURES  are  teacher 
demonstrations  of  specific  procedures.  Some  lessons 
include  both  lesson  OUTLINE  (YELLOW)  and  STEPS  OF 
PROCEDURE  (GREEN). 

BLUE  PAGES:  T^ese  are  CLASSROOM  DISCUSSION  topics  or 
questions  for  the  teacher  to  use  to  irreract  with 
students  about  the  previous  lesson.  The  answers,  for 
tl'-j  most  part.  are  noted  in  the  yellow  pages. 
CLAr'5ROOM,  LABORATORY  AND  OTHER  ACTIVITIES  ate  listed 
here  aiso.    Again,  these  are  only  suggestions. 

PINK  PAGES:  EVALUATION  ITEMS  AND  ANSWERS  TO  EVALUATION 
ITEMS:    EVALUATION   OF    RETURN   DEMONSTRATIONS    of    STEPS  OF 

PROCEDURR. 

GREY  PAGES:  WORKSHEETS  to  be  duplicated  for  classroom 
activity. 

NOTE:  References  for  each  lesson,  (TEACHER  RESOURCES) 
liated  in  the  original  Missouri  document,  have  been 
omitted.  The  original  docament  is  available  as  a 
resource  to  you  at  the  office  of  the  Health  occupations 
Consultant,  25  Industrial  Pack  Road,  Middletown. 
Connecticut  06457.  Telephone  number  (203)-638-4O62. 
Ti?8  committee  has  left  space  under  TEACHER  RESOURCES  for 
your  personal  use. 


The  teacher  and  the  LEA  have  the  final  decision  on  the 
selection  of  the  appropriate  text  for  the  students. 

The  material  in  this  syllabus  presents  the  required  content 
of  the  Nurse  Assistant  Curricur^m  Outline.  In  some  units, 
the  material  exceeds  the  required  content.  The  sequence  of 
presentation  is  at  the  teacher's  discretion. 

The  teacher  will  make  use  of  every  available  support 
service  within  the  school  system  to  enable  students  to 
successfully  complete  this  program. 
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NOTE  TO  THE  USERS  OF  THIS  MANUAL 


!•  The  committee  would  appreciate  it  if  you  evaluate  this 
syllabus  and  submit  your  comments  to  the  Health  Occupations 
Consultant.  25  Industrial  Park  Road.  Middletown. 
Connecticut    06457 . 

II,  It  is  the  expectation  of  the  committee  that,  with  your 
assistance,  a  standard  final  ^yamination  and  competency 
evaluation  testing  mechanism  will  be  developed.  It  is 
hoped  that  after  you  have  used  this  teacher's  guide  for  one 
school  year,  you  will  submit  a  final  examination  and 
competency  evaluation  test.  Your  submissions  will  be  used 
to  create  a  test  bank  for  a  standard  test  to  be  used  by  the 
LEAS  for  certifying  nurse  assistants. 

Enjoy  this  manual.  It  has  been  a  wonderful  opportunity  to 
create  it  for  your  use. 


THE  COMMxTTEE 
AUGUST.  1988 
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AUDIOVISUAL  RESOUnCbIS 


Appleton-Century-C£of ts 

Medical/Nuc6 ing  Publishecs 
25  Van  Zaiit  Street 
East  Norwalk,  CT  06855 
(203)   638  4400 


Concept  Media 

SO^I   l..inkor  nh  i  III  Ii  1  v«I  . 
No.    Ilollywuod.    CA  91601 
(714)  833-3347 


AU-VID  Set-vices 
P.  O.  1927 

Garden  Gcove.  CA  92642 
(714)  J39-7666 


Bailey  Films,  inc. 

6509  Delongre  Avenue 
Hollywood,  "A 


Brady  Company 

College  Telemarketing 
C/0  Prentice-Hall 
Englewood  Clifts.  NY  07632 
(800) ■ 638-0220 


Coronet   Instructional  Media 

65  E.   South  Water  St. 
Chicago.    IL  60601 


Department  on  Aging 

175  Main  St. 
Hartford,  CT  06106 


Educate 

Care  Concepts 

Audiovisual  In-Service  Aids 

1101  Sout'«  Post  Oak  Rd. 
Suite  306 

Houston.    TX  77056 

(713)    627- lUOl  (Collect) 


Career  Aids,  inc. 

8950  Lurline  Avenue 
Dept.  A345 

Chatsworth,  CA  91311 

(818)  341-8200 


Colwell  Systems,  inc. 

203.  Kenyon  Road 
P.  O.  Box  4024 
Champaign,    IL  61820-1324 
(217)  351-5400 


Concept  Media 

P.  O.  Box  19542 
Ijfvine,  CA  92712 
(800)  233-7078 


ElMC  Publications 

Extension  Instruction  & 
Materials 
Center 

University  o£  Texas  at 
Aust  in 

P.  O.   Box  7218 
Austin.   TX     78713  7218 
(512)  471-7716 


Eye  Gate  llouce.  inc. 

146-01  Archer  Avenue 
Jamaica.  NY  11435 


Harr  is-Tuckman  t'roduc»- ion.  Inc. 

751  N.  Hiylilarid  Ave. 
Hollywood.   CA  90038 
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Health  Care  Concepts 
Peshak  Filros,  Ltd. 

27665  Off  Bradley  Rd. 
Lake  Forest,  il  60045 


National  Inntvative  Media  Co 

Route  #2.  Box  301B 
Calhoun.  KY  42327 
(BOO)  962-6662 


Human  Relations  Media 

175  Tompkins  Ave. 
Pleasantville,  NY 
(914)  76ii-6900 


10570 


Para  Medical  Training  Films 
Communications  Services,  Inc 

P.  0.  Box  8328 

St.  Louis,  MO  63132 


In-Home  Care  Program 
Delmar  Publishers,  inc. 

2  Computer  Drive,  West 
Box  150115 

Albany,  NY  12212-5015 


Lippincott 

East  Washington  Square 
Philadelphia,  PA  19105 
(800)  523-2945 


Medcoro-Trainex  Corp. 

P.  0.  Box  116 
Garden  Grove,  CA 


02642 


Media  Center 

State  Fair  Community  College 

1900  Clarendon  Rd. 
Sedalia,  MO  65301 
(816)  826-7100 


Pyramid  Films 

P.  0.   Box  1048 

Santa  Monica,  CA  90406 


Sunburst  Communications 

39  Washington  Avenue 
Pleasantville,  NY  10570 
(914)  747-3310 


Techniques  Learning  Council 
Pasadena,  CA  91106 

Walt  Disney  Films 

500  South  Buena  Vista 
Burbanks,  CA  91521 
(800)  423-2555 


NOTE: 

The  HoiTie  Economics  Department  in  your  school  has  a  list  of 
films  which  is  available  on  a  variety  of  topics  relating  to  a 
Nurse  Assistant  Program.     Contact  members  of  the  department  for 
advise  and  suggestions. 
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GLOSSARY  OF  TERMS 


Abduction  -  away  from  the  center  of  the  body 

Abrasion  -  a  scraping  or  rubbing  off  of  the  skin 

Abuse  *  the  infliction  of  physical,  sexual  or 

emotional  injury  or  harm 

Activities  of  daily  living  (ADD  -  any  activity  that  is 

performed  in  one's  life  on  a 
daily  basis 


Acute 

Adduction 

Agnosia 

Ambulatory 
Anterior 
Anus 
Aphasia 

Apraxia 

Asepsis 
Aspiration 

Assault 

Assessment 

Atrophy 
Axilla 


*  rapid  onset,  short-term 

-  toward  the  center  of  the  body 

-  loss  of  the  ability  to  recognize  familiar 
objects 

-  able  to  walk 

-  toward  the  front 

-  outlet  of  the  recturm 

-  inability  to  speak  or  write  or  understand  the 
spoken  word  due  to  injury  or  disease  of 
certain  brain  cells 

-  loss  of  the  ability  to  carry  out  planned 
movement  at  will 

-  free  of  disease-causing  microorganisms 

-  to  draw  a  foreign  substance  into  lungs  when 
breathing  in 

-  threat  or  attempt  to  injure  another  in  an 
illegal  manner 

-  the  act  of  collecting  as  much  information  as 
possible 

-  decrease  in  size;  waste  aw^y 

-  armpit 
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Battary  -  unlawful  touching  of  another  person  without 

his/her  consent,  with  or  without  resultant 
injury 

Bladder  -  a  muscular  sac  that  stores  the  urine  in  the 

body 

Blood  pressure  -  the  amount  of  force  exerted  against  the  walls 

of  an  artery  by  the  blood 

Body  mechanics  -  Correct  body  movement  and  position  of  the 

client  and  health  worker  that  is  efficient  and 
prevents  muscle  strain 

Body  temperature    -  the  amount  of  heat  in  the  body  that  is  a 

balance  between  the  amount  of  heat  produced 
and  the  amount  lost  by  the  body 


Catastrophic  reaction 


-  overreaction  to  circumstances 


Catheter 
Cheyne-Stokes 

Chronic 
Circumcised 

Client 


-  a  sterile  tube  inserted  into  the  bladder  to 
drain  urine 

-  a  pattern  of  breathing  in  which  respirations 
gradually  increase  in  rate  and  depth  and  then 
become  shallow  and  slow;  breathing  may  stop 
for  10  to  20  seconds 

-  long,  drawn  out.  long-term 

-  surgical  removal  of  the  end  of  the  foreskin  of 
the  penis 

-  person,  who.  due  to  aging,  disability  or 
illness  receives  or  requires  care  and  services 
furnished  by  a  facility  or  home  health  agency 
who  lives  at  the  facility  or  in  a  home  setting 


Communication  - 

Competency 
Conduct 
Confused 
Consent 


the  exchange  of  information  accomplished  by 
sending  and  receiving  messages 

the  ability  to  properly  perform  a  specific  task 

one*s  actions  in  general;  behavior 

state  of  being  mixed  up 

permission  granted  voluntarily  by  a  person  in 
his/her  (sound/clear)  mind 
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Constipation 

Constrict 
Contaminate 
Contractu! J 

Cyanotic 


-  difficult  or  infrequent  movement  of  the 
bowels;  tne  passage  of  unusually  dry.  hard 
stools 

-  get  smaller 

-  to  soil,  stain  or  pollute 

-  when  muscle  tissue  becomes  shortened  because 
of  spasm  or  paralysis,  either  permanently  or 
temporarily 

-  a  bluish-gray  color  of  the  skin,  lips,  or  nail 
beds  due  to  lack  of  oxygen 


Death 


Decubitus  ulcer 


Defecation 
Dehydration 

Dementia 

Designee 


permanent  stoppage  of  all  vital  functions  of 
the  body 

-  an  inflammation,  sore  or  lesion  that 
develops  over  areas  where  the  skin  and 
tissue  underneath  are  injured  due  to  a 
lack  of  blood  flow 


-  pass  feces  from  the  body 

-  loss  of  body's  normal  water  content  which  can 
affect  both  physical  and  mental  functions 

-  severe  impairment  of  cognitive  functions  such 
as  thinking,  memory  and  personality 

-  social  services  representative  who  is 
appointed  by  the  resident  in  writing  to  take 
certain  responsibilities  and  receive  reports 
related  to  a  client's  personal  possessions  and 
property 


Developmentally  delayed 


-  mental  retardation 


Diagnosis 

Diaphoresis 
Diarrhea 


-  the  type  of  disease  or  medical  condition  a 
person  has 

-  excessive  sweating 

-  frequent  passage  of  liquid  stool 


Diastolic  pressure 


-  the  pressure  in  the  arteries  when 
the  heart  is  at  rest 
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Digestion 


-  process  by  which  food  is  broken  down, 

mechanically  and  chemically,  and  changed  to  a 
form  that  can  be  absorbed  by  the  body 


Dilate 
Discharge 

Disinfection 


-  to  get  larger 

-  the  resident  goes  to  another  facility,  homw  or 
to  the  home  of  a  relative/friend 

-  chemical  or  physical  agent  which  kills 
vegetative  form  of  microorganisms 


Disorientation  -  the  state  of  mental  confusion  or  loss  of 

bearings  in  relation  to  the  sense  of  person, 
place  or  time 


Distention 

Diversionary 

Dysphagia 

Dyspnea 


state  of  being  inflated,  enlarged  or  stretched 
out 

to  draw  attention  to  something  else  or  to  amuse 
difficulty  swallowing 
difficulty  in  breathing 


Edema 

Elimination 

Emesis 

Emotion 

Ethical 

Ethics 

Evaluate 

Expectorate 

Exploitation 


-  swelling  due  to  an  accumulation  of  watery 
fluid  in  the  tissue 

-  to  rid  the  body  of  wastes,  such  as  urjne  or 
stool 

-  vomiting 

-  one*  s  feelings 

-  relating  to  a  set  of  moral  principles  and 
values 

-  the  discipline  dealing  with  that  which  is  good 
and  bad  and  that  which  is  moral  duty  and 
obliga::ion;  accepted  standards  of  conduct 

-  to  decide  if  a  course  of  action  t?ken  was  the 
correct  one 

-  coughing  up  matter  from  respiratory  tract  and 
spitting  it  out 

-  illegal  or  improper  use  of  a  person's  property 
or  resources  to  the  degree  that  substantial 
risk  of  harm  exists 
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Extension  -  to  straighten 

External  -  to  turn  out  away  from  center 

Extremeties       -  the  arms*  legs*  hands    and  feet 

F 

False  imprisonment  -  holding  or  detaining  a  person 

against  his/her  will  or  without  a 
physician's  order 

waste  products  of  digested  food  discharged 
from  the  intestine  (stool,  BM) 

gas  in  the  bowel 

to  bend 

reddened  color  of  the  skin 
contracture  of  ankle 

loose  skin  at  and  covering  the  end  of  the  penis 
G 

deati^  of  tissue  usually  due  to  deficient  or 
absent  blood  supply 

the  desired  end  result,  what  one  hopes  to 
accomplish 

a  container  marked  with  lines  for  measuring 
liquids 

H 

Halitosis  -  bad  breath 

Hallucination    -  sensory  perceptions  that  seem  real  to  the 

person  experiencing  them  but  are  not  perceived 
by  others 

Hemorrhage         -  excessive,  uncontrolled  bleeding 

Home  Health  Care  Agency  (H.H.C.A.)  -  an  establishment  which 

provides  care  and  services 
to  clients  at  hom» 

Hyperextension  -  extensive  extension 


Feces 

Flatus 

Flexion 

Flushed 

Footdrop 

Foreskin 

Gangrene 
Goal 

Graduate 


Hypertension 


Hypotension 


high  blood  pressure:  persistent  BP 
measurements  above  the  normal  systolic  (iso  mm 
Hg)  or  diastolic  (90  mm  Hg)  pressures 

low  blood  pressure;  condition  in  which 
systolic  BP  is  below  100  mm  Hg  and  diastolic 
pressure  is  bolow  60  mm  Hg 


Impaction 


hard  stool  that  cannot  pass  from  the  rectum 
normally 


Implementation  -  carrying  out  a  plan  of  action 
Incontinent 


Infection 


inability  to  control  evacuation  of  one*s 
bowels    or  bladder    or  both 

condition  in  body  tissue  in  which  germs  have 
multiplied  and  destroyed  many  cells 


Inflammation      -  reaction  of  tissue  to  injury  of  any  kind 

Intermediate  care  facility  (ICF)  -  a  facility  which  provides 

24-hour  room,  board t 
personal  care  and  basic 
health  and  nursing  care 
services  under  the  daily 
supervision  of  a  licensed 
nurse  and  under  the  direction 
of  a  licensed  physician  to 
three  or  more  residents 

Internal  -  to  move  in  toward  center 

Invasion  of  privacy  -  a  civil  wrong  that  unlawfully 

makes  public  knowledge  of  any 
private  or  personal  information 
without  the  consent  of  the 
wronged  person 


Jaundice 


-  yellow  discoloration  of  skin  due  to  excessive 
bile  in  blood 


Kidneys 


-  filtering  system  of  tha  body 
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the  skin  folds  which  are  on  both  sides  of  the 
urethra  and  vagina 

laceration         -  wound  produced  by  cutting  or  tearing 

Lateral  -  to  the  side 

Legal  -  relating  to  the  law 

Libel  -  to  communicate  (in  writing)  defamatory  matter 

about  an  individual  or  group  to  a  third  party 


Labia 


M 


Malpractice       -  "bad  practice,"  professional  care  that  has  led 

to  injury  due  to  faulty  practice  or  neglect 

Mental  illness  -  abnormal  emotional  or  behavioral  responses 

Microorganism    -  a  very  small  living  thing  (a  germ) 

Mobility  -  ability  to  move 


Morals  -  your  own  personal  values 

Mucus  -  sticky  srbstance  secreted  by  mucous  membranes 

mainly  in  the  lungs,  nose,  and  parts  of  the 
rectal  and  genital  areas 


N 


Need 
Neglect 


Negligence 

Nocturia 
Nutrient 

Nutrition 


-  something  essential  or  desirable  that  one  is 
lacking  or  something  one  feels  is  lacking 

-  failure  of  person(s)  responsible  for  an 
individual  to  provide  necessary  services  to 
maintain  the  physical  and  mental  health  of  an 
individual,  when  such  failure  presents  an 
imminent  or  probable  danger  to  the  individual 

-  failure  to  perform  in  a  reasonably  prudent 
manner  or  by  acceptable  health  care  practices 

-  to  urinate  during  the  night 

-  food  that  supplies  the  body  with  its  necessary 
elements 

-  the  process  of  taking  in  food  and  producing 
energy  from  it 
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Obese 


-  extremely  fat 


Objective  -  way  to  reach  a  goal 

Obstruction       -  a  blockage 

Orthostatic  hypotension         -  inability  of  cardiovascular 

system  to  respond  quickly  enough 
to  body  position  change  causing 
a  drop  in  blood  pressure;  often 
accompanied  by  dizziness, 
fainting  or  falling 


P 

Pallor  -  paleness 

Paranoia  -  suspiciousness  inappropriate  to  reality 

Perineal  -  the  area  between  the  pubic  bone  back  to  and 

including  the  anus 

Peristalsis       -  wave-like  movements  of  the  digestive  tract 

which  push  food    along  the  tract 

Perpetrator       -  person  who  inflicts  harm 

Physical  -  relating  to  the  body  and  the  functioning  of 

the  body 

Plaque  -  sticky,  transparent  bacterial  film  found  on 

the  teeth 

Posterior  -  toward  the  back 

Postmortem         -  after  death 

Priority  -  that  which  should  be  considered  or  done  first 

Priviledged  communication      -  any  personal  or  private 

information  which  is  relevant  to 
a  client's  care,  given  by  the 
client  to  medical  personnel 

Problem  -  needs  that  a  client  cannot  meet  by 

himself /herself 

Projectile         -  vomiting  forcibly  ejected  without  nausea 

Pronation  -  to  bend  downward 
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Psychological 


-  associated  with  the  thought  processes  of  the 
brain  and  behavior 


Pulse 

Pulse  rate 

Purulent 
Pus 


-  the  beat  of  th^  heart  felt  at  an  artery  as  a 
wave  of  blood  passes  through  the  artery 

-  the  number  of  heartbeats  or  pulses  felt  in  one 
minute 

-  containing  pus 

-  thick  yellow/green  secretion  formed  in  certain 
kinds  of  inflammation 


R 


Reality  orientation 


-  techniques  used  to  assist  a 
person  to  become  aware  of  the 
world  in  which  he/she  lives 


Rehabilitation  -  restoring  of  an  ill  or  injured  resident  so 

he/she  would  be  able  to  help  himself /herself 
in  ^.D.L.  as  much  as  possible 

Resident  -  a  person  who,  due  to  aging  or  illness, 

receives  or  requires  care  and  the  services 
furnished  by  a  facility  and  who  lives  at  the 
facility  (see  client) 

Resident  (patient,  client)  care  plan  -  an  individual  plan  of 

nursing  care  for  each 
resident,  patient  or 
client 


Residue 

Resistance 
Respirations 


«  what  remains  of  something  after  a  part  is 
removed 

-  ability  to  fight  off 

«  act  of  breathing  in  and  out  of  the  lungs 
( inhalation/exhalation) 


Responsible  party 


^  a  family  member/friend  of  the 
client  who  has  been  designated  in 
writing  by  the  client  to  handle 
matters  and  receive  reports 
related  to  the  client's  general 
condition 


Restorative 


-  returning  a  client  to  health  or  consciousness 


Restorative  nursing  -  the  process  by  which  a  disabled 

or  ill  person  is  holped  to  reach 
the  highest  possible  level  of 
wellness,  considering  his/her 
limitations 

Rigor  Mortis      -  temporary  rigidity  of  muscles  of  the  body 

occurring  after  death 


Rotation 
Roughage 


-  to  move  a  joint  in  a  circular  motion 

-  indigestible  fiber  of  fruits,  vegetables  and 
cereal  which  acts  as  a  stimulus  to  aid 
intestinal  peristalsis 


S 

Sanitation         -  measures  taken  to  reduce  the  number  of 

contaminants  to  a  level  favorable  to  health 

Scrotum  -  the  pouch  containing  the  testicles 

Seizure  -  su<:aen.  violent  involuntary  contraction  of  a 

group  of  muscles 

Skilled  nursing  facility  (SNF)  -  a  facility  which  provides 

24-hour  room,  board  and 
skilled  nursing  care  and 
treatment  to  at  least  three 
clients.    Skilled  nursing 
care  and  treatment  services 
are  those  performed  by  or 
under  the  supervision  of  a 
registered  «"r3e  for 
individuals  requiring 
24-hour-a-day  care  by  licensed 
nursing  personnel  under  cne 
direction  of  a  liconp^d 
doctor 

Slander  -  spoken  statement  of  false  charges  or 

misrepresentations  which  defame  or  damage 
another's  reputation 

Social  -  relating  to  human  society;  getting  along  with 

others 

Sphincter  muscles  ~  a  circle  of  muscle  fibers  around 

the  outlet  of  the  urethra  and 
rectum  which  are  normally  closed 
but  can  be  relaxed  to  allow 
passage  of  urine  and  stool 
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Sphygmom^  aometer 

Sputum 

Sterile 

Stethoscope 


Strategy 
Sund owning 

Supination 

Supine 

Suppository 


-  instrument  used  to  measure  BP 
that  consists  of  a  cuff  which  is 
applied  to  the  upper  arm  and  a 
measuring  device 

waste  material  coughed  up  from  lungs  or  trachea 

free  of  all  living  microorganisms 

instrument  used  to  listen  to  the  sounds 
produced  by  the  heart,  lungs  and  other  body 
organs 


-  a  plan  or  method 

-  phenomena  when  behavior  problems  become  worse 
in  evening 

-  to  bend  upward 

-  lying  on  one*s  back 

-  A  semisolid  substance  that  may  contain 
medicine  that  can  be  inserted  into  the  rectum 
or  vagina  where  it  dissolves 


Systolic  pressure 


amount  of  force  it  takes  to  pump 
blood  out  of  the  heart  into  the 
arterial  circulation 


Terminal  disinfection 


Toxin 

Transmitted 
Tact 


thorough  cleaning  of  room  with 
disinfectant  solution  after 
isolation  is  discontinued 


a  poisonous  substance 
transferred  or  spread 

saying  and  doing  the  right  thing  without 
hurting  feelings  of  others 
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Unconscious 

Ureters 

Urethra 

Urinate 


U 

lacking  in  awareness  of  the  individual 

tubes  that  carry  urine  from  kidneys  to  bladder 

the  small  passage  from  the  bladder  through 
which  urine  leaves  the  body 

to  pass  urine  (also  micturate  or  void) 


Value  system 

Ventilate 
Void 

Vital  signs 


~  behavior  related  to  a  pattern  of  conduct  or 
ideas  that  are  accepted  as  worthwhile  or 
meaningful 

-  give  air  to 

•  to  pass  urine  (see  urinate) 

-  temperature,  pulse,  respirations  and  blood 
pressure;  signs  of  life 


Wandering 


-  aimless  walking  which  may  result  in  a  resident 
becoming  lost 


LESSON  PLAN:   i. 


COURSE  TITLE:  NURSE  ASSISTANT  

UNIT        I       :  THE  NURSE  ASSISTANT  

SCOPE  OF  UNIT: 

This  unit  is  about  the  role  of  the  nurse  assistant  (NA)  in  long 
term  care  and  home  health  care  agencies.  More  specifically,  we 
vill  discuss  the  requirements  for  becoming  a  nurse  assistant 
---general  information,  as  well  as  factors  that  can  help  the  NA 
become  successful:  how  the  NA  fits  into  the  structure  of  the 
health  care  team:  ethical  and  legal  responsibilities  of  the  NA; 
how  to  accurately  chart  on  the  medical  record;  how  to 
mffectively  communicate;  how  to  make  accurate  observations 
about  the  clients  and  what  to  do  with  the  information;  and  how 
to  use  a  care  plan. 

INFORMATION  TOPIC:  I-l  OR  DEMONSTRATION: 

BECOMING  A  NURSE  ASSISTANT 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  HILL  BE  ABLE  TO: 

Match  terms  presented  in  this  lesson  to  correct  definitions. 

List  seven  goals  of  the  course. 

Identify  requirements  of  the  course. 

Establish  effective  study  habits. 

Identify  four  factors  that  help  a  nurse  assistant  become 
successful . 

Identify  four  pe::sop4l  qualities  of  the  nurse  assistant. 
Identify  two  ways  to  organize  work. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:  The  Successful  Nurse  Assistant 

2.  HO  2:  Nurse  Assistant  Assignment  Sheet 

3.  Sample  evaluation  tools 

4.  Selected  references  (including  dictionaries) 


5.    Facility  evaluation  form 
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TEACHER  RESOURCES: 


INTRODUCTION: 


This  course  is  designed  for  the  nurse  assistant  who  will  be  or 
is  currently  employed  in  a  long-term  care  facility  or  home  care 
setting.  It  is  designed  to  meet  the  requirements  stated  in  the 
lavs  and  regulations  of  the  sta.e  of  Connecticut  for  nursing 
home  licensure  and  home  health  care  agency  licensure. 

This  course  will  prepare  you  to  deliver  safe«  effective  client 
caie  and  iielp  you  obtain  the  necessary  knowledge  to  become 
qualified  as  a  certified  nursa  assistant  as  required  by  law. 
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LESSON  PLAN:  i 

COURSE  TITLE:     NURSE  ASSISTANT 


UNIT        1  THE  NURSE  ASSISTLTT 


outline:      (Ktty  Points) 
I.  TttCBS  and  Definitions 

A.  Coapetsncy  -  the  ability  tc  pcopscly  pecfocm  a  specific 
task. 

B.  Evaluate  -  to  decide  if  a  course  of  action  was  the 
correct  one  to  take. 

C.  Goal  -  the  deeired  end  result:  what  one  hopes  to 
accomplish. 

D.  Hone  Health  Care  Agency  (H.H.C.A)  -  an  establishment 
which  provides  care  and  services  to  clients  in  the  home. 

E.  Intermediate  Care  Facility  (ICF)  -  a  facility  which 
provides  24-hour  room,  board,  personal  care  and  basic 
health  and  nursing  care  services  to  at  least  3  clients 
under  the  daily  supervision  of  a  registered  nurse  (R.N.) 
and  under  the  direction  of  a  licensed  doctor. 

p.  Objective  -  way  to  reach  a  ^goal. 

■    G.  Priority  -  that  which  should  be  <;onsidered  or  done  first. 

H.  Client  -  a  person  who.  due  to  aging,  disability  or 
illness,  receives  or  requires  care  and  services  furnished 
by  a  facility  or  home  health  agency  and  who  lives  at  the 
facility  or  at  c  home  setting.  (Term  "client"  will  be 
used  throughout  this  document.  Term  "patient"  or 
"resident"  may  be  inferred). 

I.  Skilled  Nursing  Facility  (8NF)  -  a  facility  which 
provides  24-hour  room,  board,  and  skilled  nursing  case 
and  treatment  to  at  least  three  clients.  Skilled  nursing 
care  and  treatmenn  services  are  those  performed  by  or 
under  the  supervision  of  a  registered  nurse  for 
individuals  requiring  24-hour-a-day  care  by  licensed 
nursing  personnel  under  the  direction  of  a  licensed 
doctor. 

J.  Strategy  -  a  plan  or  method. 
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II.  Goals  of  the  Nurse  Assistant  Course 
A.  Develop  good  personal  habits. 


(CD-I) 


B.  Recognize  the  nurse  assistant's  role  as  it  fits  into 
the  organizational  structure  of  a  long-term  health  care 
facility  and  home  health  agency. 

C.  Identify  responsibilities  of  the  nurse  assistant  to  the 
client  and  the  health  care  team. 

D.  Demonstrate  basic  skills  and  techniques  in  performing 
uncomplicated  nursing  procedures  according  to  the 
program  standards. 

E.  Organize  and  administer  nursing  care  to  clients  based 
on  a  plan  of  care  and/or  direction  from  charge 
personnel. 

P.  Demonstrate  knowledge  ot  client's  rights  in  assisting 
clientP  with  their  activities  of  daily  living. 

G.  Demonstrate  ability  to  assist  the  handicapped  clients 
to  return  to  their  best  health  potential. 


III.  Course  Requirements 

A.  Qualification  of  students 

1.  Any  individual  deemed  suitable  for  provision  of 
direct  client  care  in  a  long  term  care  facility  or 
home  health  agency. 

2.  \6  years  of  age  or  currently  enrolled  in  a  secondary 
aealth  services  occupations  program  in  an  area 
vocational- technical  school,  a  comprehensive  high 
school  or  community  college. 

B.  Educational  program  of  the  nurse  assistant 

1.  The  basic  program  consists  of  a  minimum  of  75  hours 
of  classroom/laboratory  instruction. 

2 .  60  hours  on-the-job  clinical  practice  will  be 
completed  by  each  student  under  the  supervision  of 
an  RN.  The  RN  instructor  shall  provide 
documentation  chat  the  60  hours  have  been  completed 
prior  to  final  testing. 

c'.  Pinal  written  and  practical  examination  bat  \  on 
course  objectives  given  by  an  RN  instructor. 

4.  Evaluation  of  the  program  will  be  requested  from  the 
students  and  the  health  care  facility  employers. 
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C.  Classroom  strategies 

1.  Lectures  giving  an  overview  of  material 

2.  Use  of  student  guide  (includes  most  handouts) 

3.  Use  of  references 

a.  Textbooks 

b.  Periodicals 

c.  Pamphlets 

4.  Demonstration  of  procedures  by  instructor  and  return 
demonstration  by  student 

5.  Audio-visual       materials       -       f ilms ,       films trips, 
slide/tapes 

6.  Evaluatior 

a.  Evaluation         check-sheets         for  procedural 
demonstrations 

b.  Classroom  discussion 

c.  Written  and  practical  tests 

7.  Records  shall  be  made  available  to  the  NA. 

Study  Habits  {CD-2) 

A.  Surroundings 

1.  Quiet,  without  interruptions 

2.  TV  or  radio  is  distractive 

B.  Studying  assigned  material 

1.  Read  material  as  soon  as  possible  after  class. 

2.  Fill  in  notes. 

3.  Use  topic  headings  or  key  sentences. 

4.  State  the  content  or  ideas  in  your  own  words. 

5.  Underline  the  important  words,  sentences,  or  phrases. 

6.  State  topic  aloud. 

7.  Complete  assignments  as  soon  as  possible  after  class 
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C.  Test  yourself. 

1.  Answer  written  objectives  on  first  page  of  lesson 
plan* 

2.  Construct  your  own  test  questions* 

D.  Reference  materials 

1.  Use  a  library,  if  availablo. 

2.  Look  up  new  words  in  the  dictionary  or  refer  to 
glossary. 

E.  Taking  a  test 

2  Read  the  question  quickly  but  thoroughly.  Reoid  each 
wor^  of  the  question  and  all  choices  ( if  multiple 
choice) . 

2 .  Select  the  answer  you  believe  is  correct — usually 
your  first  thought  is  correct.  Never  erase  or 
change  an  answer  unless  you  are  positive  your  first 
choice  is  wrong. 

3.  Restate  each  question  in  your  own  words. 

4.  Look  for  key  words  -  always,  never,  all,  none,  etc. 
Qualities  of  the  Successful  Nurse  Assistant  (HO  1)  (CD-3) 
A.  Take  pride  in  your  personal  appearance. 

1.  Bathe  daily  and  use  deodorant,  particularly  during 
menstruation. 

2.  Prevent  bad  breath  by  brushing  teeth. 

3.  Keep  fingernails  short,  trimmed,  and  clean. 

4 .  Keep  hair  neat  and  clean,  in  a  simple  style ,  out  of 
the  eyes,  and  not  touching  the  collar ;  long  hair 
must  be  pinned  up  so  loose  hairs  do  not  spread  germs. 

5.  Always  wash  hands  after  using  bathroom  facilities. 
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own  good  health  makes  it  easiei  to 

IB  . 


1.  Eat  a  well-balanced  diet. 

2.  Acquire  adequate  sleep  and  relaxation. 

3.  Cope  with  strese  (inner  pressure)  in  a  positive  way. 

4.  Practice  good  body  postUre. 


6.  Prevent  disease  by: 

a.  Proper  handwashing 

b.  Immunizations 

c.  Health  mair/'.enance  program 
Dress  appropriately  for  the  job. 

1.  wear   uniform  of   modest   length   or   pantsuit  uniform 
that  is  clean,  pressed,  and  mended  as  needed. 

2.  Change        lingerie        and       underclothing  daily: 
undergarments  should  provide  good  support. 

3.  Jewelry  is  not  considered  part  of  any  uniform  (check 
policy  of  the  facility). 

a.  Wcijding    band    only    -    stone    settings    can  trap 
g<ftrms,  scratch  the  resident  or  get  damaged. 

b.  Small  earrings  -  dangling  earrings  can  be  pulled 
at 

4.  Change  stockings  daily  (color  determined  by  facility 
policy).  ' 

5.  Shoes  should  be  comfortable  and  provide  support. 

a.  Clean  and  orUsh  shoes  as  needed  to  maintain  neat 
appearance. 

b.  Shoestrings  should  be  clean;  wash  as  needed. 

6.  Makeup  -  use  in  moderation 

7.  Perfume   should    be   used    in  moderation,    if   at  all. 
Too  much  can  be  offensive    to  others. 


5.  HjYftt  take  alcohol  or  illegal  drugs  before 


while  on  duty. 


work  or 
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(CD-4) 

D.  Develop     personal     qualities     that     demonstrate  your 
ability  to  care  for  others. 

1.  Sensitivity  -  awareness  o£  attitudes  and  feelings  of 
others;  knowing  when  a  person  feels  uncomfortable, 
lonely,  scared,  etc. 

2.  Patience  -  ability  to  remain  calm  even  when  demands 
are  heavy  or  seem  unreasonable 

3.  Honesty  -  always  truthful  and  genuine 

4.  Cheerfulness  -  having  a  pleasant  and  h<3iyyY  nature; 
smiles  frequently 

5.  Willingness  to  learn  and  l^elp  others 

6.  Observation  skills  -  always  on  the  lookout  for 
anything  unusual  or  significant 

7.  Reliability  -  dependability;  ability  to  perform 
duties  without  fail 

8.  Positive  attitude  -  sense  of  enjoying  your  job  and 
ability  to  integrate  the  above  qualities  into  your 
work 

9.  Tact  -  sense  of  what  to  do  or  say  in  order  to  avoid 
offense 

VI.  Organize  your  work 

A.  Identify  priorities.  (CD^B) 

1.  Make  quick  rounds  of  your  assigned  area  when  coming 
on  duty;  this  will  assist  ycu  in  determining  which 
clients  need  immediate  attention  and  which  ones  can 
wait . 

2.  Use  a  work  sheet  to  copy  assignments.  If  you  forget 
what  needs  to  be  done,  a  quick  glance  at  the  sheet 
in    your    pocket    will    remind  you. 

{HO-2) 

B.  Utilize  your  time  properly. 

1.  make  a  list  of  things  to  be  done  according  to  policy 
and  procedure  of  the  facility  or  home  health  care 
agency. 

2.  Plan  ahead  -  organize  supplies  and  equipment  for  the 
day.  Example:  lay  out  clothes  while  making  rounds 
so  they  will  be  ready  at  bath  time. 
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3.  Gather  all  equipment  needed  before  starting  a 
procedure . 

4.  Work  together  with  co-workers. 

a.  Make    beds    together,    team  up    to    turn  residents, 
etc . 

b.  Plan  together  on  use  of  showers  and  equipment. 

5 .  After  taking  care  of  immediate  needs  of  clients  as 
determined  in  the  first  round,  take  care  of  /our 
most  difficult  client's  needs  first — this  can  give 
you  a  sense  of  accomplishment  and  help  organi-se  your 
time  more  efficiently. 

VII.  Summary  and  Conclusion 

A.  Terms  and  definitions 

B.  Goals  of  the  nurse  assistant  course 

C.  Course  requirements 

D.  Study  habits 

E.  Qualities  of  the  successful  nurse  assistan": 

F.  Organizing  your  work 

You  should  now  be  aware  of  the  differences  between  a  goal 
and  an  objective ,  and  be  informed  of  the  goals  for  this 
course.  Each  individual  has  his/her  own  way  of  studying 
but  keep  in  mind  some  of  the  helpful  hints  rrovided . 
Always  think  about  your  outer  and  inner  appearance.  You 
are  entering  a  field  of  work  that  requires  you  to  be 
around  people  constantly.  Thus  you  need  to  be  skilled  at 
getting  along  well  with  everyone. 


So 


LESSON  PLAN:  1 

COURSE  TITLE:  NURSE  ASSISTANT  ^ 

UNIT        I       :   THE  NURSE  ASSISTANT  

CLASSROOM  DISCUSSION: 

1.  What  do  you  think  the  goals  of  this  course  would  be? 

2.  Nhat   would   you    include    in   your    plan    to    strengthen  your 
study  skills? 

3.  Nhy  does  the  way  you  dress  and  look  affect  the  way  people 
act  toward  you? 

4.  Mhat  are  some  personal  qualities  that  demonstrate  the  nurse 
assistant*s  ability  to  care? 

5.  Nhat  does  priority  mean? 


CLASSROOM,   LABORATORY  OR  OTHER  ACTIVITIES: 

1.  Have  students  role-play  situations  which  illustrate 
qualities  of  the  nurse  assistant,  such  as  being  dependable, 
or  someone  with  a  positive  versus  a  negative  attitude. 

2.  Bring  the  facility's  evaluation  forms  to  class;  make  up  a 
personnel  file  on  a  poor  employee  and  discuss  with  students. 

3.  Have  students  write  the  se;^en  goals  of  this  course  in  their 
own  words. 
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LESSON  PLAN: 


COURSE  TITLE:   NURSE  ASSISTANT 
UNIT         I        :   THE  NURSE  ASSISTANT 


EVALUATION  ITEMS: 

Match  thr  following  terms  to  correct  definitions  by  writing  the 
letter  in  the  blank. 

and 


1. 

Client 

a . 

2. 

Competency 

3. 

Evaluate 

4. 

Goal 

b. 

5. 

c . 

6. 

ICF 

7. 

Objective 

d. 

8. 

Priority 

e . 

9  . 

SNF 

10. 

Strategy 

f , 


Person    who     requires  care 
services  furnished  by  a 
facility  or  H  H.C.A.  because  of 
aging,  disability  or  illness: 
lives  in  the  facility  or  at  home. 

That  which  should  be  considered 
or  done  first 

The  ability  to  properly  perform  a 
task 

The  desired  end  result:  what  one 
hopes  to  accomplish 

A  facility  providing  24-hour 
room,  board,  personal  care  and 
basic  health  and  nursing  care 
services       under        the  daily 
supervision   of   a    licensed  nurse 
and    under    the    direction    of  a 
licensed  doctor  to  three  or  more 
clients 

A  plan  or  method 

To  decide  if  a  course  of  action 
was  the  correct  one  to  take 

A  facility  providing  24-'hour 
room,  board,  and  skilled  nursing 
care  and  treatment  to  at  least 
three  clients  under  the 
supervision  of  a  registered 
nurse  for  individuals  requiring 
24-hour-a-day  care  by  licensed 
nursing  personnel 

A  way  to  accomplish  a  desired 
end  result 

An  establishment  which  provides 
care  and  services  to  clients  in 
a  home  setting. 
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11.  List  the  seven  goals  of  the  nurse  assistant  course, 
a. 

b. 
c. 
d. 
e. 
£. 

12.  What  is  the  total  number  of  hours  required  to  complete  this 
course? 

13.  List    four    personal    qualities    of    the    successful  nurse 
assistant . 

a. 

b. 

c. 

d. 

14.  List  two  ways  to  improve  the  way  you  use  your  time  at  work. 
« . 

b. 

For  each  of  the  following,  write  "T**  if  the  statement  if  true, 
or  "F"  if  it  is  false. 

 15.  The  Final  practical  exam  is  given  by  the  instructor 

of  the  course. 

 16.  The  study  environment  should  be  quiet. 

 17.  When  selecting  an  answer  to  a  test  question,  usually 

your  first  thought  is  correct. 

 18.  Long,   loose  hair  can  be  a  source  for  spreading  germs 

while  caring  for  residents. 

 19.  It    is   acceptable   to   be  a  few  minutes   late   if  your 

co-workers  always  come  in  late. 
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Identifying  priorities  and  utilizing  time  properly 
will  help  organize  your  work. 


The  successful  nurse  assistant  is  the  one  who  has  all 
of  these  qualities  except:  (Circle  the  letter  of  the 
correct  answer). 

a.  Knows  the  importance  ol  staying  in  good  health 

b.  Takes  pride  in  his  or  her  personal  appearance 

c.  Performs  the  job  in  a  negative  manner  and  does 
not  care  what  others  think 

d.  Dresses  appropriately  for  the  job 
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LESSON  PLAN:  1 

COURSE  TITLE:  NURSE  ASSISTANT 


UNIT        I  THE  NURSE  ASSISTANT  

ANSNERS  TO  EVALUATION  ITEMS: 

1.  a 

2.  C 

3.  g 

5.  j 

7.i 

8.  b 

9.  h 

10.  £ 

11.  a.  Develop  good  personal  habits 

b.  Recognize  the  nurse  assistant's  role  as  it  fits  into  the 
organizational  structure  of  a  long-*  term  health  care 
facility. 

c.  Identify  responsibilities  of  the  nurse  assistant  to  the 
client  and  the  health  care  team. 

d.  Demonstrate  basic  skills  and  techniques  in  performing 
uncomplicated  nursing  procedures  according  to  the 
program  standards. 

e.  Organize  and  administer  nursing  care  to  clients  based  on 
a  plan  of  care  and/or  direction  Irom  charge  personnel. 

f.  Demonstrate  knowledge  of  client's  rights  in  assi  ting 
clients  with  their  activities  of  daily  living. 

g.  Demonstrate  ability  to  assist  the  handicapped  clients  to 
return  to  tboir  best  health  potential. 

12.  A  minimum  of  135,  including  75  ,  hours  of 
clar  ;room/laboratory  instruction  and  60  hours  of  on-the-job 
clinical  prf.wtice. 

13.  The  student  may  list  any  four  of  the  following: 

a.  Sensitivity 

b.  Patience 

c.  Honesty 

d  Cheerfulness 

e.  Willingness  to  learn  and  help  others 

f.  Observation  skills 

g.  Reliability 

h.  Positive  attitude 


14.  The  student  may  list  any  two  of  the  following: 

a.  Make  a  list  of  things  to  be  done  according  to  policy  and 
procedure  of  the  facility. 

b.  Plan  ahead  -  organize  supplies  and  equlpineat  for  the  day. 

c.  Gather  all  equipment  needed  before  starting  a  procedure. 

d.  Work  together  with  co-workers. 

1.  Make  beds  together,  team  up  to  turn  clients,  etc. 

2.  After  taking  care  of  immediate  needs  of  clients  as 
determined  in  the  first  round,  take  care  of  the  most 
difficult  client's  needs  first. 

15.  T 

16.  T 

17.  T 

18.  T 

19.  F 

20.  T 

21.  C 
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THE  SUCCESSFUL  NURSE  ASSISTANT 


HO  1 


Is  Ssntitiv^.  Patitnt, 
and  Homst 


Practices  Good 
Personal  Hygiena 


Maintains  Appropriate 
Dress  and  Appearance 


Is  Cheerful.  WUUng  to 
Help  Others,  and 
Observant 


Is  Reliable  and 
Maintains  a  Positive 
Attitude 


Practices  Good 
Personal  Health 
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NURSE  ASSISTANT  ASSIGNMENT  SHEET 


HO  2 


NURSE  ASSISTANT 
ASSIGNMENT  SHEET 


N.A.. 
DATE. 


ROOM 


NAME 


l&O 


TPR/B/P 


B.T. 


TURN  MISC. 


NURSE  ASSISTANT 
ASSIGNMENT  SHEET 


N.A. 
DATE. 


ROOM 


NAME 


I&  O 


TPR/B/P 


B.T 


TURN  MISC 
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LESSON  PLAN:  2 

COURSE  TITLE:  NURSE  ASSISTANT  

UNIT         I       ;   THE  NURSE  ASSISTANT  

SCOPE  OF  UNIT: 

This  unit  is  about  the  role  of  the  nurse  assistant  (NA)  in 
long-term  care  and  home  health  care  agencips.  More 
specifically,  we  will  discuss  the  requirements  for  becoming  a 
nurse  assistant — general  information,  as  well  as  factors  that 
can  help  the  NA  become  successful:  hov  the  NA  fits  into  the 
structure  of  the  health  care  team;  ethical  and  legal 
responsibilities  of  the  NA;  how  to  accurately  chart  on  the 
medical  record:  how  to  effectively  communicate:  how  to  make 
accurate  observations  about  the  clients  and  what  to  do  with  the 
information;  and  how  to  use  a  care  plan. 

INFORMATION  TOPIC:  1-2  OR  DEMONSTRATION: 

THE  HEALTH  CARE  TEAM 
(Lesson  Title) 

LESSON  C  JECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Match  terms  presented  in  this  lesson  to  correct  definitions. 

2.  Match  selected  health  care  team  members  with  their  major 
responsibilities  in  a  long-term  care  facility  and  Home 
Health  Care  Agency. 

3.  Describe  the  lines  of  authority  the  nurse  assistant  should 
follow. 

SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:  The  Health  Care  Team 

2.  Trainex  filmstrip  #406:  "Orientation:  Joining  the  Health 
Care  learn" 

3 .  Projector 
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TEACHER  RESOURCES; 


INTRODUCTION: 

The  term  "health  care  team"  is  another  way  of  describing  the 
process  by  which  people  join  together  to  diagnose,  plan  for, 
give  care  to,  and  rehabilitate  those  individuals  with 
illnesses,  injuries,  or  infirmities  who  require  long-term 
care.  The  concept  of  the  health  care  team  is  based  on  the  fact 
that  it  takes  more  than  one  or  several  individuals  to  provide 
effective  client  care.  In  this  lesson  you  will  learn  about  the 
individuals  on  the  health  care  team,  their  specific 
responsibilities,  and  how  the  nurse  assistant  relates  to  these 
team  members .  In  addition,  we  will  review  the  lines  of 
authority  the  nurse  assistant  must  follow  in  all  care 
assignments . 


60 

22 


LESSON  PLAN:  2 

COURSE  TITLE:  NURSE  ASSISTANT  

UNIT        I       :  THE  NURSE  ASSISTANT  

OUTLINE:  Points) 

I.  Terms  and  Definitions 

A.  Activities  of  daily  living  (A.D.L.)  -  any  activity  tnat 
is  perforiDdd  in  one's  life  on  a  daily  basis 

B.  Designee  -  social  services  representative  who  is 
appointed  by  the  client  in  writing  to  take  certain 
responsibilities  and  receive  reports  related  to  a 
client's  personal  possessions  and  property 

C.  Diagnosis  -  the  type  of  disease  or  medical  condition  a 
person  has 

D.  Elimination  -  to  rid  the  body  wastes,  such  as  urine  or 
stool 

E*  Emotion  -  one's  feelings 

F.  Mobility  -  ability  to  move 

Physical  -  relating  to  the  body  and  the  functioning  of 
the  body 

H.  Psychological  -  associated  with  the  thought  processes  of 
the  brain  and  behavior 

I«  Reality  orientation  -  techniques  used  to  assist  a  person 
to  become  aware  of  the  world  in  which  he/she  lives 

J.  Rehabilitation  -  restoring  of  an  ill  or  injured  client 
so  he/she  would  be  able  to  help  himself /herself  in 
A.D.L.  as  much  as  possible. 

K  Resyonsible  party  -  a  family  member/friend  of  the  client 
who  has  been  designated  in  writing  by  the  client  to 
handle  matters  and  receive  reports  related  to  the 
client's  general  condition 

L  Restorative  -  returning  a  client  to  health  or 
consciousness 

M  Social  -  relating  to  human  society,  getting  along  with 
otherc 


II.      Health  Care  Team  Members  (HO-1) 

A.  Client  and  his/her  family  have  particular  needs  which 
must  be  identified  by  team  members 

B.  Physician  (M.D.) 

1.  Makes  a  diagnosis 

2.  Gives  orders  for  medication  and  treatment 

3.  Guides  plan  of  care 

C.  Administrator  -  responsible  for  all  aspects  of  operation 
of  the  long-term  care  facility  and  H.H.C.A.  including 
delivery  of  proper  client  care 

D.  Director  of  Nurses  -  responsible  for  supervision, 
provision  and  quality  of  nursing  care 

E.  Nursing  staff  (CD-I) 
1.  Registered  nurse  (RN) 

a.  Length  of  training  is  two  to  four  years 

b.  Must    pass   a   state   board   of    nursing  examination 
upon  completion  of  educational  program 

c.  Duties 

1)  Plans  and  assigns  nursing  care 

2)  Responsible    for    all    team    members  working 
together 

3)  Reviews  quality  of  care 

4)  Gives  medication 

5)  Starts  I V s 

6)  Assists      with      client      care  (physical, 
psychological  and  social) 

7)  Takes  and  records  physician's  telephone  and 
verbal  orders 

8)  Teaches  nursing  procedures 

9)  Administers  tube  feeding 
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Licensed  piactical  nurse  (LPN) 

a.  Length  of  training  is  one  year 

b.  Must  pass  a  state  board  of  nursing  examination 
upon  completion  of  educational  program 

c.  Duties 

1)  Plans,  assigns,  and  evaluates  nursing  care 

2)  Gives  medication  under  direction  of  a 
Registered  Nurse 

3)  Assists  with  client  care  (physical, 
psychological  and  social) 

4)  Takes  and  records  physician* s  telephone  and 
verbal  orders 

5)  Performs  most  treatments 

6)  Administers  tube  feedings 
Nurse  assistant  (NA) 

a*  Length  of  training  is  a  minimum  of  75  hours  of 
classroom  and  60  hours  of  on-the-jo^  training  and 
final  exam. 

b.  Final  exam  is  passed  before  qualification. 

c.  Future  employment  opportunities  are  discussed. 

1)  Acute  Care  Hospital 

2)  Intermediate  Care  Facility 

3)  Skilled  Care  Facility 

4)  Home  Health  Care  Agency 

5)  Variety  of  Health  Care  Delivery  Systems 

d.  Duties 

1)  Provides  for  and  assists  with  activities  of 
dc»ily  living 

2)  Provides  personal  care  which  includes  selected 
procedures  under  the  direction  and  supervision 
of  the  charge  nurse 

a)  Feeding 

b)  Dressing 
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c)  Bathing 

d)  Measuring  and  recording  vital  signs 

e)  Weighing  and  measuring  client 

f)  Bowel  and  bladder  retraining 

g)  Reality  orientation 

h)  Maintaining  safe  environment 

i)  Transferring  to  chairs/beds 

j)  Transferring    client    to    activities  planned 
by  the  activities  director 

3)  Makes    accurate    observations    and    reports  to 
charge  nurse 

4)  Helps  meet  the  emotional  needs  of  the  client 

a)  Aware  of  client's  emotional  needs;  alerts 
social  services  designee  of  problem  through 
chain  of  command 

b)  Is  an  effective  communicator 

5)  Performs  homemaking/home  management  activities 

a)  Plans  and  prepares  meals 

b)  Maintains  clean,  safe  environment 

Dietary  employees 

1.  Dietitian  (usually   .  consultant) 

a.  Consults  with  dietary/food  service  supervisor 

b.  Approves   menus,    evaluates,    and    counsels  clients 
with  nutritional  problems 

2.  Dietary/food  service  supervisor  (long  term  care  only) 

a.  Manages     dietary     department     (orders  supplies, 
foods,  etc.) 

b.  Interviews  clients 

c.  Supervises  dietary  employees 
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3.  Dietary  staff  (ICF  and  SNF  only) 

a.  Prepares  and  may  serve  food 

b.  Washes  dishes 

c.  Keeps  dietary  area  clean 

F.  General  housekeeping  and  maintenance  (ICF  and  SNF  only) 

1.  Housekeeping  employees 

a.  Provides  daily  room  care 

b.  Cleans  all  other  areas  of  facility 

2.  Laundry  employees 

a.  Launders  linen,  bedding,  and  clothing 

b.  Mends  items  as  necessary 

3.  Maintenance  employees  -  general  repair  and  grounds 
keeping 

4.  Homemaker  -  general  home  management  duties 

G.  Activities  director  (ICF  and  SNF  only) 

!•  Conducts  group  and  individualized  activities  so  that 
each  client  of  the  facility  is  reached 

2.  Supervises  volunteers 

3.  Schedules  community  sponsored  activities  in  the 
facility 

H.  Physical     therapist;      occupational     therapist;  speech 
therapist  (usually  consultants) 

1,  Plans  and  provides  therapy  essential  to  promote 
rehabilitation  based  on  physician's  orders 

2.  Instructs  staff  in  restorative  nursing  procedures 

I.  Social  services  (designee) 

1.  Screens  clients  prior  to  admission  to  a  facility  or 
discharge  to  home  to  determine  if  the  individual 
client's  needs  can  be  met 

2.  Meets  client's  needs 

a.  Assists  with  admission  process   -   reviews  rights 
and  responsibilities  of  client  and  facility 
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b.  Counsels 


1)  Has  contact  with  client  "o  determine  if  social 
and  emotional  needs  are  being  met 

2)  If  qualified,  provides  individual  or  family 
counseling —  otherwise  refers  for  assistance 
for  qualified  professional 

c .  Personal  services 

1)  Financial  resources  -  assists  with  insurance 
forms,  pensions,  social  security,  etc. 

2)  Secures  aids  to  daily  living  (wheelchairs, 
canes,  etc. ) 

3)  Arranges  for  outside  services  to  meet  client's 
needs 

3.  Discharge  planning 

a.  Referrals     (home     health     care     agency,  another 
long-term  health  care  facility,  hospital) 

b.  Follow-up 

III.  Chain  of  Command  (CD-2) 

A.  If  the  nurse  assistant  observes  or  suspects  a  problem, 
he/she  should  direct  this  concern  to  the  next 
responsible  person  (immediate  supervis  >  and  then 
follow  each  successively  higher  level  of  che  chain  of 
command  until  the  problem  is  resolved. 

B.  Charge  nurse  (RN  or  LPN)  is  next  in  command 

C.  Director  of  Nurses  is  next 


D.  Administrator   is  the   health  care  team  member  with  the 
most  responsibility  and  ultimate  authority 

IV.  Summary  and  Conclusion 

A.  Terms  and  definitions 


B.  Health  care  team  members 


C.  Chain  of  command 


The  7\ost  important  members  of  the  health  care  team  is  the 
client  and  his/hec  family.  All  team  members  must  join 
together  to  identify  and  meet  each  client  *  s  needs.  They 
must  communicate  well  with  one  another  to  give  the  best 
care  possible.  As  a  nurse  assistant,  you  must  be  aware  of 
the  lines  of  authority  you  are  required  to  follow  when  a 
Q  problem  arises.  2«  np 
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LESSON  PLAN:  2 

COURSE  TITLE:  NURSE  ASSISTANT  

UNIT        I       :  THIS  NURSE  ASSISTANT  

CLASSROOM  DISCUSSION: 

1.  What  are  some  differences  between  RN,  LPN,  and  NA7 

2.  If  you  encountered  a  problem  which  you  felt  was  severe  and 
needed  attention,  to  whom  would  you  talk  first? 


CLASSROOM.   LABORATORY  OR  OTHER  ACTIVITIES: 

1.  Divide  class  into  two  groups.  Assign  titles  of  health  care 
team  members  to  each  group.  Have  students  prepare  clues 
that  will  identify  who  the  team  member  is.  The  other  team 
then  guesses  who  the  member  is  based  on  the  clues. 

2.  Have  students  role-play  different  levels  of  authority 

a.  Remind  a  staff  member  to  do  his/her  job. 

b.  Reprimand  someone  for  consistently  being  late. 

c.  Deal  with  a  staff  member  who  has  not  followed  the  chain 
of  command  while  trying  to  solve  a  problem. 

3.  Show  filmstrip. 

4.  Flash  cards:    Jobs  and  Duties 
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LESSON  PLAN: 


COURSE  TITLE:  NURSE  ASSISTANT 
UNIT        I       ;  THE  NURSE  ASSISTANT 


EVALUATION  ITEMS: 

Match  th«  following  toims  to  coiioct  dofinitionB  by  wilting  the 
letter  in  th«  blank. 

a.  Ralating  to  the  body  of  and  the 
functioning  of  the  body. 


1. 

Activities 

of  daily 

living 

.  2. 

Designee 

3, 

Diagnosis 

4. 

Elinination 

5 

Enotion 

6. 

Mobility 

7. 

Physical 

8. 

Psychological 

9. 

Reality 

orientation 

10. 

Rehabilita- 

tion 

11. 

Responsible 

patty 

12. 

Restorative 

13. 

Social 

b.  A  person  (family  member/friend) « 
appointed  by  tha  client  in  writing, 
to  take  certain  responsibilities 
and  receive  reports  related  to  a 
client's  personal  possessions  and 
property 


c.  A  family  member/friend  of  the 
client     designated  in  writing  by 
the  client  to  handle  matters  and 
receive  reports  related  to  the 
client's  general  condition 

d.  Any  activity  that  is  performed  in 
one*s  life  on  «  daily  basis 

e.  One's  feelings 

f.  Associated  with  the  thought  process 
of  the  brain 

g.  Finding  out  what  kind  of  disease  or 
medical  condition  a  person  has 

h.  Relating  to  human  society,  getting 
along  with  others 

i.  Restoring  of  an  ill  or  injured 
client  so  he/she  would  be  able  to 
help  himself /herself  as  much  as 
possible 

].  To  rid  the  body  of  wastes,  such  as 
urine  or  stool 


k.  Ability  to  move 
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1.  Techniques  used  to  assist  a  per  on 
to  become  aware  of  the  world  in 
which  he/ahe  lives 

m.  Returning  a  client  to  health  or 
consciousness 

14.  Which  one  of  the  following  best  describes  the  responsi- 
bility of  the  nurse  assistant?  (Circle  the  letter  of  the 
correct  answer.) 

a.  Plans  and  assigns  nursing  care 

b.  Provides  patient  bedside  care  under  the  supervision  of  a 
nurse 

c.  Assumes  resporsibility  for  all  team  members 

d.  Administers  medications 

15.  An  L.P.W.  asked  you  to  give  some  of  her  a.m.  meds  on 
several  occasion.  Who  would  you  talk  to  about  this? 
(Circle  the  letter  of  ^he  correct  answer.) 

a.  Another  nurse  assistant 

b.  The  a^mif istrator 

c.  The  physician 

d.  The  charge  nurse 

Match  the  following  health  care  team  members  with  one 
responsibility  associated  with  their  job  titles  by  writing  the 
letter  in  the  blank. 


16. 

Activities  director 

a. 

Plans  and  assigns  nursing  care 

17. 

Administrator 

b. 

Writes     orders     for  medications 

ard  treatments 

18. 

Dietary  staff 

c. 

Provides  bedside  nursing  care 

19. 

Director  of  nurses 

d. 

In  charge  of  the  facility 

20. 

Nurse  assistant 

e. 

Prepares  and  serves  food 

21. 

Nurse  (RN/LPN) 

f . 

Plan     social     events     for  the 

facility 

22. 

Physician 

g. 

Help    resident  with  admission. 

23. 

Social  service 

discharge*  and  personal  affairs 

designee 

h. 

Responsible      for      all  nursing 

services  for  tne  whole  agency  or 

facility 

24. 

Another  N.A.  is  smoking 

in 

a  "^on-smoking  area.    She  refuses 

to  stop  at  your  request.    To  whom  will  you  report  this? 


25.  List  3  employment  opportunities  for  a  N.A. 
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LESSON  PLAN:  2 

COURSE  TITLE:  NURSe  ASSISTANT 


UNIT  I  :  THE  NURSE  ASSISTANT 
ANSWERS  TO  EVALUATION  ITEMS: 

1.  d 

2.  b 

3.  g 

4.  3 

5.  e 

6.  k 

7.  a 

8.  £ 

9.  1 

10.  i 

11.  c 

12.  m 

13.  h 

14.  b 

15.  d 

16.  £ 

17.  d 

18.  e 


21.  a 

22.  b 

23 .  g 

24.  The  stu..pnt   should   Indicate   she  would  report  the  inci.ien 
to  charge  nurse 


25*  !H*H*C*A« 
or 

Acute  Care  Hospital 
or 

S.N.F. 

or 

I .C.F. 
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THE  HEALTH  CARE  TEAM 
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LESSON  PLAN:  3 

COURSE  TITLE:  NURSE  ASSISTANT 


UNIT        I       ;  THE  NURSE  ASSISTANT  

SCOPE  OP  UNIT: 

Thi8  unit  is  about  the  role  of  the  nurse  assistant  (NA)  in 
long-term  care  and  home  health  care  agencies.  More 
specif ically*  we  will  discuss  the  requirements  for  becoming  a 
nurse  assistant — general  information,  as  well  as  factors  that 
can  help  the  NA  become  successful:  how  the  NA  fits  into  the 
structure  of  the  health  care  team;  ethical  and  legal 
responsibilities  of  the  NA;  how  to  accuratex/  chart  on  the 
medical  record;  how  to  effectively  communicate;  how  to  make 
accurate  observations  about  the  clients  and  what  to  do  with  the 
information;  and  how  to  use  a  care  plan. 

INFORMATION  TOPIC:  1-3  OR  DEMONSTRATION: 

ETHICAL  AND  LEGAL  RESPONSIBILITIES 
(Lesson  Title) 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Match  teirns  presented  in  this  lesson  to  correct  definitions. 

2.  Identify  techniques  of  proper  documentation. 

3.  List  six  client's  rights. 

4.  Identify    who    should    be    notified    if    abuse,    neglect,  or 
exploitation  is  suspected. 

5.  List    five   areas    of    information   needed  when   reporting  an 
abuse,  neglect,  or  exploitation  case. 

6.  Define  the  term  "grievance". 
SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  HO  1:    Client's  Rights    (Patient's  Rights) 

2.  Facility's   or  Komemaker   Home   Health  Care  Agency's  Policy 
Manual  —  "Grievance  Procedure" 


TBXCHER  RESOURCES; 


INTRODUCTION: 


As  an  employee  in  the  health  care  occupations,  it  is  important 
for  you  to  be  aware  of  your  legal  and  ethical  responsibilities 
to  prevent  any  medic?!  or  legal  problem  from  developing.  When 
functioning  as  a  nurse  assistant,  you  are  responsible  and 
accountable  for  your  own  actions.  There  is  a  possibility  that 
you  may  be  sued  and  taken  to  court  by  a  client  and/or  his/her 
faaily  if  you  do  not  perform  your  job  in  a  safe  and  proper 
manner.  Therefore,  you  must  be  aware  of  state  laws,  rules,  and 
certain  legal  terms  and  what  they  mean. 

"Legal"  relates  to  the  law  and  "ethical"  relates  to  a  set  of 
moral  principals  and  values.  When  you  serve  clients  in  any  way 
or  have  access  to  their  records  you  are  expected  to  maintain 
their  confidence  and  trust.  Any  violation  of  the  client  s 
confidence  may  be  defined  as  an  illegal  or  immoral  act. 

There  are  certain  laws  which  protect  clients  while  in  a  health 
care  facility.  The  client  voluntarily  signs  an  admission 
igreement  giving  his/her  consent  for  treatment  and  care,  but 
the  client  has  the  right  to  refuse  treatment  unless  he/she  has 
been  determined  legally  incapacitated. 

The  problem  of  abuse,  neglect  and  exploitation  is  also 
addressed  in  the  Connecticut  State  Statutes  of  1978  46A-15.  We 
will  be  discussing  what  these  terms  mean,  as  well  as  what  to  do 
if  you  believe  a  client  is  being  violated  in  such  a  way. 
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LESSON  PLAN: 


COURSE  TITLE:     NURSE  ASSISTANT 


UNIT         I       :     THE  NURSE  ASSISTANT 


OUTLINE:       (Key  Points) 

I.  Terms  and  Definitions 

ji.  Ethical  -   relating    to   a    set   of   moral   principles  and 
values 

B.  Legal  *  relating  to  the  lav 

C.  Ethical  terms 

1.  Ethics  -  the  discipline  dealing  with  that  which  is 
good  and  bad  and  that  which  is  moral  duty  and 
obligation;  accepted  standards  of  conduct 

2.  Conduct  -  one's  actions  in  general;  behavior 

3.  Value  system  -  behavior  related  to  a  pattern  of 
conduct  or  ideas  that  are  accepted  as  worthwhile  or 
meaningful 

4.  Morals  -  your  own  personal  values 

D.  Legal  ter^s 

1.  Abuse  -  the  infliction  of  physical,  sexual  or 
emotional  injury  or  harm 

Example:     slapping  a  client 

2.  Assault  -  threat  or  attempt  to  injure  another  in  an 
illegal  manner 

Example:  telling  a  client.  "If  you  don't  be  quiet. 
I'll  tie  your  hands  down." 

3.  Battery  -  unlawful  touching  of  another  person 
without  his/her  consent,  with  or  without  resultant 
injury 

Example:     Carrying  out  the  above  threat 

4.  Consent  •  permission  granted  voluntarily  by  a  person 
in  his/her  (sound/clear)  mind 

5.  Exploitation  illegal  or  improper  use  of  a  person's 
property  or  resources  to  the  degree  that  substantial 
risk  or  harm  exists 
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6.  False    imprisonment    -    holding  or   detaining   a  person 
against  his/her  will  or  without  a  physician's  order 

Example:  Applying  restraints  without  obtaining  a 
physician's  order 

7.  Invasion  of  privacy  -  a  civil  wrong  that  unlawfully 
makes  public  knowledge  of  apy  confidential  or 
personal  information  without  the  consent  of  the 
wronged  person 

Example:  Discussing  with  a  friend  the  care  of  a 
client  which  involves  personal  information, 
without  the  permission  of  the  client 

8.  Libel  -  to  communicate  (in  writing)  defamatory  matter 
about  an  individual  or  group  to  a  third  party 

Example:  Writing  on  the  client's  chart  "The 
client  was  a  cross,  old  crackpot  today." 

9.  Malpractice  -  "bad  practice,"  professional  care  that 
has  led  to  injury  due  to  faulty  practice  or  neglect 

Example:  Observing  daily  that  a  wound  is 
becoming  more  severe  and  not  reporting  it  to  the 
charge  nurse 

10.  Neglect  -  failure  of  person(s)  responsible  for  an 
individual  to  provide  necessary  services  to  maintain 
the  physical  and  mental  health  of  an  individual,  when 
such  failure  presents  an  imminent  or  probable  danger 
to  the  individual 

11.  Negligence  -  failure  to  perform  in  a  reasonably 
prudent  manner  or  by  acceptable  health  care  practices 

Example:  leaving  bed-side  rails  down  on  a  bed 
occupied  by  a  confused  client  which  results  in 
the  client's  falling  out  of  bed 

12.  Perpetrator  -  person  who  intlictc  harm 

13.  Privileged  communication  -  any  personal  or  private 
information  whi'^h  is  relevant  to  a  client's  care, 
given  by  the     client    to  medical  personnel 

14.  Slander  -  spoken  statement  of  false  charges  of 
misrepresentations  which  defame  or  damage  another's 
reputation 

Example:  Stating  that  a  client  is  a  "crazy  old 
woman  and  out  of  control"  to  your  friend  who 
knows  the  client 
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II*  Documentation  (  CD-I) 

K.  Remember--the  chart  is  a  legal  document  accepted  in 
court  of  law. 

Be  ob jective-'Chart  only  what  is  seen*  heard.  £elt« 
smelled,  etc.,  do  not  write  your  own  opinions. 

C.  Use  ink  at  all  timas  since  it  a  permanent  record. 

D.  Follow  proper  charting  form,  spell  correctly. 

III.  Client's  Rights  (HO-1)  (  CD-2) 

INSTRUCTOR  NOTE:  Discuss  handout  1  in  class,  reviewing 
each  of  the  seventeen  rights  listed. 

A.  The  client  has  rights  just  as  you  do. 

B.  Each  facility  and  agency  should  have  a  section  in  the 
policy  and  procedure  manual  that  explains  how  each 
client's  rights  are  to  be  implemented  and  ensured. 

IV.  Abuse*  Neglect  and  Exploitation  Reporting 

A.  Abuse*  neglect  or  exploitation  may  be  perpetrated  by: 

1.  Staff  members  -  NA,   LPN,   RN.   dietary  or  maintenance 
personnel «  etc . 

2.  Family  members 

3.  Visitors 

4.  Other  clients 

B.  Physical  signs  of  abuse  (CD-3) 

1.  Burns  in  unusual  locations 

2.  Bruises  on  both  upper  arms 

3.  Bruises  resembling  an  object 

4.  Bruises  on  trunk  from  repeated  striking 

5.  Broken  eyeglasses  -  lens  or  frames 

6.  Cuts/welts/black  eye 

7.  Anything  that  appears  suspicious  should  be  reported 

C.  Behavioral  signs  of  emotional  abuse 
1.  Sudden  change  in  behavior 
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2.  Withdrawal 

3.  Lack  of  complaints 

D.  Physical  signs  of  neglect 

1.  Unkempt  appearance 

2.  Untrimmed  nails 

3.  Signs  of  dehydration 

4.  Weight  loss 

5.  Pressure  ulcers 

E.  Exploitation  -  to  protect  the  client,  lavs  exist  that 
prohibit  the.  acceptance  or  solicitation  of  money  or  any 
item  having  monetary  value  from  the  r  >sident •  This 
includes: 

1.  Staff  of  the  facility  or  H.H.C.A. 

2.  Volunteers  at  the  facility  or  H.H.C.A. 

3.  Other  clients 

F.  If  you  suspect  abuse,  neglect,  or  exploitation  notify  a 
person  in  authority  who  will  make  the  official 
complaint  to  the  appropriate  state  agency. 

Grievance  Procedure 

A.  Grievance  -  a  cause  of  distress  which  justifies 
complaint  or  resistance 

B.  May  be  filed    by  a  client  or  employee 

C.  Grievance  procedure  for  facility  or  agency  should  be 
outlined  in  writing  and  appear  in  that  facility's  or 
agency's  policy  manual;  please  refer  to  it. 

Summary  and  Conclusion 

A.  Terms  an^.  definitions 

B.  Documentation 

C.  Client's  rights 

D.  Abuse,  neglect,  and  exploitation  reporting 

E.  Grievance  procedure 
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The  NA  can  prevent  legal  ana  ethical  problems  from 
developing  while  caring  for  clients  by  remembering  the 
following  rules: 

1.  Remember  the  client  is  your  responsibility  while  you 
are  in  charge  of  his/her  care. 

2.  Be  aware  of  the  client's  rights  and  avoid  violating 
them. 

3.  Prepare  all  paperwork  correctly. 

4.  Know  the  lines  of  author ity--do  only  those  things 
which  yon  have  been  trained  and  supervised  to  do. 

5.  Do  not  give  personal  information  about  a  client  over 
the  telephone--ref er  all  calls  to  the  nurse. 

6.  Do  not  discuss  with  others  (eillier  in  the  facility 
or  outside)  a  client's  behavior,  medical  condition, 
or  his/her  personal  matters. 
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LESSON  PLAN:  3 

COURSE  TITLE:  NURSE  ASSISTANT 


UNIT        I       :  THE  NURSE  ASSISTANT  

CLASSROOM  DISCUSSION: 

1.  Can  you  think  of  any  other  exampleB  of  legal  problems? 

2.  Nhat  rights  does  the  client  have? 

3.  Nhat  are  some  physical  signs  of  abuse  or  neglect? 


CLASSROOM,   LABORATORY  OR  OTHER  ACTIVITIES: 

1.  Role-play     some     situations     which     involve  legal/ethical 
conduct: 

a.  You  have  just  witnessed  a  co-worker  slap  a  client  who  is 
resisting  her  efforts  to  get  him  to  bed. 

b.  One  of  your  clients  is  making  repeated  attempts  to  go 
out-of-doors.  In  order  to  keep  him  safe  while  you  give 
care  to  another,  you  tie  him       a  chair. 

2.  Role-play  some  situations  that  involve  client's  rights: 

a  A  visitor  has  just  given  a  cli^.nt  a  $20  bill.  You  know 
this  confused  person  cannot  manage  it  safely. 

b.  A  husband  is  visiting  his  wife  who  is  a  client.  The 
door  to  the  room  is  closed,  and  you  need  to  deliver 
fresh  water. 

c.  You  are  a  client  who  receives  personal  mail  that  has 
been  opened. 
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LESS(»i  PLAN: 


COURSE  TITLE:  NURSE  ASSISTANT 
UNIT         I  THE  NURSE  ASSISTANT 


SCOPE  OF  UNIT: 
EVALUATION  ITEMS: 

Match  the  following  terms  to  correct  definitions  by  writing  the 
letter  in  the  blank. 


1.  Assault 

2«  Battery 

3 .  Conduct 

4.  Ethics 

5.  False 
Imprisonment 

6.  Libel 

7.  Negligence 
e^  Slander 


a.  Verbally  threatening  to  hurt  someone 

b.  One's  actions  in  general 

c.  Failure  to  perform  in  an  acceptable 
manner 

d.  The  discipline  dealing  wich 
that  which  is  good  and  bad 

e.  Telling  something  false  about 
someone 

f .  Writing  defamatory  matter  about 
an  individual 

g.  Unlawful  touching  of  another 
person     without     his/her  consent, 
with  or  without  injury 


h.    Holding  someone  against  his/her  will 

For  each  of  the  following,  write  "T»  if  the  statement  is  true, 
or  "F**  if  it  is  false. 

  9.  A  chart  is  a  legal  document. 

 10.  Charting  with  a  pencil  is  acceptable  practice. 


Match  the  following  terms  to  correct  definitions  by  writing  the 
letter  in  the  blanK. 

 11.  Exploitation    a.  The   infliction  of   physical,  sexual, 

01  emotional  injury  oc  harm 

 12.  Abuse  b.  Failure  to  adequately  take  care  of  a 

person  causing  danger  to  him/her 

 13.  Neglect  c.  Illegal  or   improper  use  of  person's 

property  to  the  degree  that 
substantial  risk  or  harm  exists. 

14.  List  six  rights  the  client  has. 
a. 

b. 
c. 
d. 
e. 
f . 

15.  Who    do    you    notify    if    you    suspect    abuse,    neglect,  or 
exploitation? 

16.  List    five   areas   of    information  needed   when  reporting  an 
abuse  neglect,  or  exploitation  case. 

a 

b 

c. 

d. 

e. 

17.  Define  the  term  grievance. 
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LESSON  PLAN:   3 


COURSE  TITLE:   NURSE  ASSISTANT  

UNIT         I       :   THE  NURSE  ASSISTANT  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  a 

2 .  g 

3.  b 

4.  d 

5.  h 

6.  £ 

7.  c 

8.  e 

9.  T 

10.  F 

11.  c 

12.  a 

13.  b 

14.  The  student  may  list  any  six  of  the  rights  contained  in 
HO  1:    Client's  Rights  from  this  lesson. 

15.  The  NA  should  notify  the  next  person  in  authority. 

16.  a.  Name  and  address  of  client 

b.  Name  and  address  of  the  facility 

c.  Nature    and    extent    of    victim's    condition   or    nature  of 
abuse  or  neglect 

d.  Name  of  person  making  report  or  complaint 

e.  Name  of  alleged  perpetrator 

17.  A    grievance     is     a     cause     of     distress     which  justifies 
compliant  or  resistance. 


4g2 


CLIENT'S  RIGHTS 


HO  1 


WXAMPLE  OF  A  HURS\NG  CAR^  TACILm'w 


PATIENT^  13  RIGHTS 


Bach  patient  admitted  to  this  facility: 

1.  is  fully  informed  at  evidenced  by  the  patient*fl  trritten  ackncwledsement, 
prior  to  or  at  the  time  of  admits! on  and  during  stay,  of  these  rights  and 
of  all  rules  and  regulations  goveming  patient  conduct  and  responsibilities 

2.  is  fully  informed,  prior  to  or  at  the  tiir:^  of  admission  and  during  stay, 
cf  services  available  in  the  facility,  and  of  relcted  charges  including 
any  charges  for  services  not  covered  under  Titles  ^iii  or  XIX  of  the 
Social  Security  Act,  or  not  covered  by  the  facility's  basic  per  diem  rate 

3.  is  fully  informed,  by  a  physician,  of  his/her  medical  condition  unless 
medically  contraindicated  (as  documented  by  a  physician  in  his/her  medical 
record),  and  is  afforded  he  opportunity  to  participate  in  the  planning  of 
his/her  medical  treatment  and  to  refuse  to  participate  in  expt^^^imental 
research 


4.  is  transferred  or  discharged  only  for  medical  reasons,  or  for  his/her 
welfare  or  that  cr  other  patients,  or  for  non-payment  for  his/her  stay 
(except  as  prohibited  by  Titles  XVIII  or  XIX  of  the  Social  Security  Act}, 
and  is  given  reasonable  advance  notice  to  ensure  orderly  transfer  or 
discharge,  and  such  actions  are  documented  in  his/her  medical  record 

5.  is  encouraged  and  assigned  throughout  his/her  period  of  stay,  to  exercise 
his/her  rights  as  a  patient  and  as  a  citizen,  and  to  this  end  may  voice 
grievances  and  recommend  changes  in  policiss  and  services  to  facility 
staff  and/or  to  outside  representatives  of  his/her  choice,  fre^  from 
restrain;.,  interference,  coercion,  discrimination,  or  reprisal 

6.  may  manage  his/her  personal  financial  affairs,  or  is  given  at  least  i 
quarterly  accounting  of  financial  transactions  madii  on  his/her  behalf 
should  the  facility  acuept  his/her  written  delegation  of  this 
responsibility  to  the  facility  for  any  period  oi  time  m  conformance  with 
State  Law 

7.  is  free  from  mental  and  physical  abuse,  and  free  from  chemical  and  (except 
in  emergencies)  physical  restraints  except  as  authorized  in  writing  by  a 
physician  for  a  spcif.'ed  and  limited  period  of  time,  or  when  necessary  to 
protect  the  patient  fro«A  injury  to  himself /herself  or  to  others 

8.  is  assured  confidential  treatment  of  his/her  personal  and  medical  records, 
and  may  approve  or  refuse  their  release)  to  any  .  i  *  vidual  outsi  i  the 
facilitv  except  in  the  case  of  his/h^r  transfer  ^o  another  health  care 
institucicn    or  as  required  by  law  or  thirJ*party  payment  contract 

9.  is  treated  with  consideration,  respect  and  full  recognition  of  his/her 
dignity  and  individuality,  including  privacy  in  treatment  and  in  care  for 
his/her  personal  needs 
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10.  is.  not  required  to  perform  services  for  the  facility  that  are  not  included 
for  therapeutic  purposes  in  his/her  plan  of  care  inc.uaea 

11.  may  associate  and  cotP-nunicate  privately  with  persons  of  his/her  choice  and 
send  and  receive  his/her  personal  mail  unopened,  unless  medically 
contraindlcated  (as  documented  by  his/her  physician  in  his/her  ^-.^dical 
record) 

12.  may  meet  with,  and  participate  in,  activities  of  social,  religious  ard 
community  groups  at  his/her  discretion,  unless  medically  contraindlcated 
(as  documented  by  his/her  physician  in  his/her  medical  record) 

13.  may  retain  and  use  his/her  personal  clothing  and  possessions  as  space 
permits,  unless  to  do  so  would  infringe  upon  the  rights  of  other  patients 
or  unless  medically  contraindlcated  (as  documented  by  his/her  physician  in 
nis/ner  medical  record) 

14.  if  married,  is  assured  privacy  for  visits  by  his/her  spouse,  if  both  are 
patients  in  the  facility  they  are  permitted  to  share  a  room,  unless 
medically  contraindlcated  (as  documented  by  the  attending  physician  in 
his/her  medical  record) 

15.  is  fully  informed  of  the  availability  of  all  current  state,  local  and 
federal  inspection  reports 

16.  may  organize,  maintain  and  participate  in  a  patient-run  resident  council, 
as  a  means  of  fostering  communication  among  residents  and  between 
residents  and  staff,  encouraging  resident  independence  and  addressing  the 
basic  rights  of  nursing  home  patients  and  clients  free  from  administrative 
interference  or  reprisal 

17.  is  entitled  to  the  opinion  of  two  physicians  concerning  the  need  for 
surgery,  except  in  an  emergency  situation,  prior  to  such  sur«;ery  being 
performed. 


Received  and  accepted: 


(Patient) 


Authorized  representative  (give 
relationship  to  patient) 


Date 

for  the  facility: 


(Name  and  Title) 


ERIC 
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Any  facility  and  agency  that  negligently  deprives  a  patient  of  any  right  or 
benefit  created  or  established  for  the  well-being  of  the  patient  by  the 
provisions  of  this  section  shall  be  liable  to  such  patient  in  a  private  cause 
of  action  for  injuries  suffered  as  a  result  of  such  deprivation.  Upon  finding 
that  a  patient  has  been  deprived  of  such  a  right  or  benefit,  and  that  the 
patient  has  been  injured  as  a  result  of  such  deprivation,  damages  shall  be 
assessed  in  the  amount  sufficient  to  compensate  such  patient  for  such  injury. 
In  addition,  where  the  deprivation  of  any  such  right  or  benefit  is  found  to 
have  been  willful  or  in  reckless  disregard  of  the  rights  of  the  patient, 
punitive  damages  may  be  assessed.  A  patient  may  also  maintain  action  pursuant 
to  this  section  for  any  other  type  of  relief,  including  injuctive  and 
declaratory  relief,  permitted  by  law,  exhaustion  of  any  available 
administrative  remedies  shall  not  be  ri^quired  prior  to  commencement  of  suit 
under  this  section. 

Patient    Rights    and    the    above    \^ere    taken    from    Public    Act    No.     79-3  78. 
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LFSSON  PLAN:  4 

COURSE  TITLE:  NURSE  ASSISTANT 


UNIT        I       :  THE  NURCL  ASSISTANT  

SCOPE  OF  UNIT: 

This  unit  is  about  the  role  of  the  nurse  assistant  (NA)  in 
long-term  care  and  home  health  care  agencies.  More 
specifically,  we  will  discMss  the  requirements  for  becoming  a 
nurse  assistant — general  information  as  well  as  factors  that 
can  help  the  NA  become  successful ;  how  the  NA  fits  into  the 
structure  of  the  health  care  team;  ethical  and  legal 
responsibilities  of  the  NA;  how  to  accurately  chart  on  the 
medical  record;  how  to  effectively  communicate;  how  to  make 
accurate  observations  about  the  clients  and  what  to  do  with  the 
information;  and  how  to  use  a  care  plan. 

INFORMATION  TOPIC:  1-4  OR  DEMONSTRATION: 

CLIENT  RECORDS 
(Lesson  Title) 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Define  terms  presente^l  in  this  lesson. 

2.  Recognize  common  abbreviations  and  symbols  used  in  cha'^ting. 

3.  Rcjord  observations  using  basic  guidelines. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 


1. 

HO  1:    Flow  Sheet 

2. 

Pen 

3. 

Charting  papec 

4. 

Blackboard 

5. 

Dictionar/ 

o5 
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TEACHER  RESOURCES; 


INTRODUCTION: 

There  is  a  need  for  accurate  descriptions  of  the  care  given  to 
clients  and  the  conditions  that  exist  throughout  a  client's 
period  of  care.  The  progress  notes  must  communicate  clearly 
and  efficiently  with  government  agencies,  health  care 
professionals  ,  and  the  consumer.  We  will  discuss  how  to  record 
effective,  accurate  descriptions  of  care  given  and  observations 
made  of  your  assigned  client.  How  much  you  will  neel  to  record 
depends  upon  the  policy  where  you  are  employed. 
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LESSON  plan: 


COURSE  TITLE:  NURSE  ASSISTANT 


UNIT        1       :  THE  NURSE  ASSISTANT 


OUTLINE;     (Key  Points) 
I«    Terms  and  Definitions 

A.  Ambulatory  -  able  to  walk 

B.  Catheter  -  a  sterile  tube  inserted  into  the  bladder  t< 
drain  urine 

II«  Abbreviations  and  Symbols  (  CD-I) 

A.  Activities  of  daily  living  (ADL) 

1.  ad  lib  -  as  desired 

2.  amb.  -  ambulatory 

3.  B.M.  -  bowel  movement 

4.  BRP  -  bathroom  privileges 

5.  BSC  -  bedside  commode 

6.  cath.  -  catheter 

7.  G/C  -  geri-chair 

8.  H.O.B.  -  h(3ad  of  bed 

9.  R.O.  *  reality  orientation 

10.  R.O.M.  -  range  of  motion 

11.  SOB  -  shortness  of  breath 

12.  N/C  -  wheelchair 

B.  Food  and  fluids 

1.  ac  -  before  meals 

2.  amt.  -  amount 

3.  cc  -  cubic  centimeter 

4.  PF  -  force  fluids 

5.  Hj^O  -  water 
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6.  I  &  O  -  Intakd  and  output 

7.  IV  -  intravenously 

8.  Llq.  *  liquid 

9.  NPO      nothing  by  mouth 

10.  pc  -  after  neala 

11.  po     by  south 

12.  88  -  one  half 

C.  Vital  eigne 

1.  VS  -  vital  eigne 

2.  BP  *  blood  preeeure 

3.  ht  *  height 

4.  TPR  -  temperature,  pulee,  reepitation 

5.  wt  -  weight 

D.  Time  and  frequency 


1. 

a.n* 

-  mocnlng 

2. 

he  - 

hour 

a. 

hs  - 

hour  of  sleep:  bedtime 

4. 

od  - 

once  dally 

5. 

P.B. 

-  afternoon 

6. 

prn 

-  whenever  necessary 

7. 

q  - 

every 

8. 

qid 

-  four  times  a  day 

9. 

q4h 

-  every  4  hours 

10. 

tid 

-  three  tines  a  day 

E.  Hiecellaneoue 

1.       a  -  befv^'ce 

2e        a&o  -  alert  and  oriented 


S8  89 


ERIC 


B&B  -  bowttl  and  bladder 


4. 


c  •  with 


5. 


c/o  -  cottplaina  ot 


6. 


Oa  -  oxygen 


p  -  after 


6. 


B  *  without 


9. 


iugar  and  acetone  test 


10. 


Sol 


iolution 


111. 


Charting 


A.  Purpose 


(CD-2) 


1.  To  communicate  with  other  members  o£  the  health  care 
team 

a.  Physician's  orders     re  written  based  on  the  needs 
of  the  client 

b.  Care  plan  (needs  are  identified  from  the  chart 

c.  Progress  notes 

2.  To  document  the  delivery  of  care  to  meet  needs  of  the 
client 

3.  To  dociment  and  provide  evidence  to  regulatory 
agencies  that  care  has  been  ovided  as  ordered  and 
requirements  for  licensure  and  certification  are  met 

4.  To  document  foe  insurance  purposes  and  /or  legal 
actions 

B.  Charting  responsibilities 

1.  Monthly  summary  done  by  licensed  oc  charge  pei sonnel 

2.  Daily  care  routines  (bathing^  B&B«  turning^  etc..) 
charted  by  personnel  completing  task  according  to 
facility  or  agency  policy. 


ERIC 
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Basic  rules  (according  to  facility  or  agency  policy) 

5.  Use  simple,  correct  terminology.  Use  correct 
grammar,  spelling,  and  punctuation  (refer  to  a 
dictionary) • 

6.  Use  direct  quotes  when  describing  an  emotional 
state . 

Example:  Mrs.  Jones  stated,  "I  am  so  depressed 
today." 

7.  Indicate  number  of  times  an  event  occurs  during  a 
shift,  day,  week,  etc. 

8.  Make  follow-up  notations  of  results  of  actions 
relative  to  the  care  plan. 

9.  Read  notations  made  by  other  personnel. 

10.  Record  client's  reactions  to  family  and  visitors. 

11.  Never     chart    a     procedure    before     it    has  been 
performed . 

12.  All    charting    is   done    in    ink  with   a  ball-point 
pen.    Do  not  use  felt-tipped  pens. 

13.  Always  record  date  and  time. 

14.  Second-hand   information  which  is   reported  should 
be  recorded  as   such;   that  it  was  told  to  you  by 
the    client's    roommate    (for    example).      Do  not 
chart    it   as   yonr    own    first-hand  observation 
qualify  It. 

15.  Always   sign  your  name  with  first  initial   ,  last 
name,  job  title  -  M.  Smith. 

.  Variations  in  charting 

1.  Check  chart  (HO  1) 

a.  Check  the  appropriate  square 

b.  Check  the  appropriate  description  of  action 

2.  Narrative  notes  (Nurse's  Progress  Record)  written  out 
in  sentence  form;  should  cover  the  following 
information:  (HO  1  -  reverse) 

a.  Mobility  and  balance 

b.  Diet  and  eating  habits 
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bathing,  dcesslng  auC  gcoonln^ 

d  • 

El lainat loQ 

aPBvCn  •    near  1 119            ■      u l 

9  • 

n  • 

Ar\A  Ai  ai  hvoiene 

1 

Comfort  iieasureB 

3. 

Spiritual  needs 

Sleeping  patterns 

1 

Any  other  problems  identified 

in  plan  of  care 

Summary  and  Conclusion 

A.  Terms  and  definitions 

B.  Abbreviations  and  symbols 

C.  Charting 

Accurate  documentation  of  the  cace  given  to  a  client  is 
important  to  prove  that  the  expected  care  was  given.  It 
should  be  brief  but  descriptive.  Decisions  affecting  care 
can  be  made       the  basis  of  what  is  recorded  on  the  chart. 


LESSON  PLAN: 
COURSE  TXTLE: 
UNIT        I  ; 


4 

NURSE  ASSISTANT 
THE  NURSE  ASSISTANT 


CLASSROOM  DISCUSSION: 

1.  Hhat  are  some  of  the  abbreviations  you  have  used  or  noted? 
(Nrite  on  challcboard. ) 

2.  What  are  some  reasons  why  charting  is  important? 

3.  Why   is    it    important    not   to   erase   charting?     Why   is  it 
important  to  chart  only  in  ink? 


CLASSROOM.   LABORATORY  OR  OTHER  ACTIVITIES: 

1.  Prepare  flash  jacds  for  "Abbreviations  Bee." 

2.  Divide  class  into  two  groups  for  "'Abbreviations  Bee." 

3.  Fill   out   check  charting   form    (HO   1   or   facility's  form) 
using  information  given  by  the  instructor. 
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LESSON  PLAN:   4 


COURSE  TITLE:     NURSE  ASSISTANT 
UNIT        I       :     THE  NURSE  ASSISTANT 
EVALUATION  ITEMS: 
1.  Define  the  term  ambulatory. 


2.      Define  the  term  catheter. 


3.  Which  of  the  following  is  the  correct  way  for  this  nurse 
assistant  to  sign  her  name?  (Circle  the  letter  of  the 
correct  answer. ) 

a .  Susc  ^  Metz 

b.  Susan  Metz,  NA 

c.  S.  Metz 

d.  S.  Metz«  NA 

4.  You  have  made  an  error  ii  charting  on  a  resident's  chart. 
Which  one  of  the  following  exanples  below  is  the  procedure 
for  correcting  it?  (Circle  i:he  letter  of  the  correct 
answer . ) 

a.  Draw  one  line  through  it. 

b.  Mark  several  lines  through  it. 

c.  Draw  one  line  through  it.   write  the  word   "error. "  and 
place  your  initials  by  it. 

d.  Eiase  the  error. 


Match  the  following  abbreviations  and  symbols  with  the  correct 
term  by  writing  the  letter  in  the  blank. 


5 . 

After  meals 

a. 

R.O.M 

o  • 

Ambulatorv 

^%IMm^  U  A  d  \^  \4  ^  ^ 

b. 

a 

7 

c. 

hs 

Q 

O  • 

BowaI  and  bladder 

d. 

B&B 

Q 

T^nwAl  movAm^nt. 

e. 

tid 

1  rt 
xu  • 

Cuhif*  Centimeter 

f . 

0. 

g 

x^  • 

£>V6xy  t  nouxo 

h. 

R.O. 

13. 

Four  times  a  day 

i. 

qid 

14 

Hour  of  sleep,  bedtime 

j. 

TPR 

15. 

Oxygen 

k. 

cc 

16. 

Range  of  motion 

1. 

amb. 

17. 

Reality  orientation 

m. 

B  •  M  • 

18. 

Temperature,  pulse,  respirations 

n. 

PC 

19. 

Three  times  a  day 

0. 

q4h 

On  the  line  provided,  write  out  what  each  of  the  following  mean: 

20.  Wt  a  breakfast  s  shoes.   .  

21.  Up  in  G/C  ad  lib  ?  vest  restraint.   

22.  NPO    at  hs  for  blood  test  in  a.m.   

23.  Bedrest  ?  BRP.  H.O.B.  up  for  SOB   

24.  Apply  lotion  bid  prn  for  itching   
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LESSON  PLAN:   4 


COURSE  TITLE:     NURSE  ASSISTANT  

UNIT         I       ;     THE  NURSE  ASSISTANT  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  Able  to  walk 

2.  A  Sterile  tube  inserted  into  the  bladder  to  drain 
urine 

3.  d 

4.  c 

5 .  n 

6.  1 

7.  b 

8.  d 

9 .  m 

10.  k 

11.  g 
12,.  0 

13.  i 

14.  c 

15.  f 

16.  a 


20.  Weight  before  breakfast  without  shoes 

21.  Up  in  geri-chair  as  desired  for  posey  vest 

22.  Nothing   by   mouth   at    bedtime    for    blood   test   in  the 
morning 

23.  Bedrest    with    bathroom   privileges:    head    of    bed  was 
raised  because  of  shortness  of  breath 

24.  Apply    lotion    twice    a    day    whenever    necessary  for 
itching 
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FLOW  SHEET 


HO  1 


 ^ATtENT  ^ARE  riOW  SHEET 

DIET  CODE: 0-fioth»nt,  H*60%.  H«75%.  •M«100% 


iATH 


COMPtETE 


DATE 


117 
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3^11 


PARTIAL 


SEtF 


tHOKVER 


MOUTH  CARE 


RACK  CARE 


rORITIONING 


PRONE 


SUPINE 


tEFT  SIDE 


RIGHT  SIDE 


COUGH 


DEEP  BREATHE 


ACTIVITY 


BEDREST 


BRP 


CHAIR 


AMB.  X  ^>S>T. 


AD.  LIB. 


COMMODE 


DIET  TYPE/  %  TAKEN 


<B) 


(L) 


ID) 


FEED 


SELF  FED 


OBSERVATIONS 


E.  HOSE  REMOV  D 


E.H06E  REPLACED 


CAtF  TENDERNESS 


EtECTRlC.  EQUIPT 


SAFETY 


RESTP  MNTS 


POSEY 


SIDE  RAltS 


TREATMENTS 


11 


to 


to 


to 
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SPECIAL  NEEDS 
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StGMA 
INITIAL 


PATIENT  CLASSIFICATION: 

(1)  Self  Care 

(2)  Minimal  Care 

(3)  Intermediate  Care 

(4)  Special  Care 

(5)  Total/Intensive  Care 


SPECIAL  NEEDS 


to 


117 

INT. 

7  3 

INT. 

3-11 

INT. 

7 
to 

3 


3 


to 


II 


DATE  8i  TIME 


NURSE'S  1  .lOGRESS  RECORD 


SIGNATURE 
^NDTITLE 


LiSSSON  PLAN:  5 

COURSE  TITLE:  NURSE  ASSISTANT 


UNIT        I  THE  NURSE  ASSISTANT  

SCOPE  OF  UNIT: 

This  unit  is  about  the  role  of  the  nurse  assistant  (NA)  in 
long-term  care  and  home  health  care  agencies.  More 
specifically,  we  will  discuss  the  requirements  for  becoming  a 
nurse  assistant— general  information,  as  well  as  factors  that 
can  help  the  NA  become  successful;  how  the  NA  fits  into  the 
structure  of  the  health  care  team;  ethical  and  legal 
responsibilities  of  the  NA;  how  to  accurately  chart  on  the 
medical  record:  how  to  effectively  communicate:  how  to  make 
accurate  observations  about  the  clients  and  what  to  do  with  the 
information;  and  how  to  use  a  care  plan. 

INFORMATION  TOPIC:  1-5  OR  DEMONSTRATION: 

COMMUNICATION  SKILLS 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.    Define  the  term  communication. 


2.  Define  the  term  aphasia. 

3.  Identify  the  five  elements  of  communication. 

4.  Define  verbal  and  nonverbal  communication. 

5.  List  six  types  of  nonverbal  communication. 

6.  Identify  factors  that  promote  effective  communication. 

7.  Describe  the  difference  between  hearing  and  listening. 

8.  Identify  factors  that  prevent  communication. 

9.  Identify   two   conditions    that   could    lead   to  communica 
difficulties. 


SO 


SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 
1.    HO  1:    How  to  be  a  good  listener 

PC  294: 


2.    Tralnex  fllmBtrlp 
Communication" 


3.    Tralnex     fllmetrlp  PC 
Communication" 


295: 


"Verbal  Barriers  to 
"Nonverbal     Barriers  to 


4.  Tralnex  fllmsttlp  PC  290:    "Effective  Speakers" 

5.  Tralnex  fllmstrlp  PC  293:     "Effective  Listening' 

6.  Projector 
TEACHER  RESOURCES: 


INTRODUCTION: 


One  of  the  most  Important  responsibilities  and  functions  of  the 
nurse  assistant  Is  to  communicate  well  with  clients*  families 
of  clients*  visitors  and  co-workers.  This  Is  not  always  easy. 
Communication  Is  simply  an  exchange  of  Information  which 
involves  a  sender  (speaker)  and  a  receiver  (listener).  To  be 
effective  the  message  must  be  understood  by  both  parties 
Involved.  Communication  is  a  means  by  which  you  and  your 
clients  reach  each  other.  You  must  allow  the  client  to  talk  to 
you  and  listen  very  carefully  to  what  he/she  is  saying.  There 
are  two  types  of  communication:  verbal  and  nonverbal.  We  will 
discuss  these,  as  well  as  how  to  become  more  effective  as  a 
communicator • 
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LESSON  PLAN:  5 

COURSE  TITLE:  NURSE  ASSISTANT  

UNIT         I       :   THE  NURSE  ASSISTANT  

OUTLINE:     (Key  Points) 

I.  Terms  and  Definitions 

A.  Communication  -  the  exchange  of  information  accomplished 
by  sending  and  receiving  messages 

B.  Aphasia  -  inability  to  speak  or  write  or  understand  the 
spoken  word  due  to  injury  or  disease  of  certain  brain 
cells 

II.  The  Five  Elements  of  Communication 

A.  Sender  (speaker^ 

!•        Source  of  information 

2.        May  be  a  person  or  an  inanimate  object  like  a  TV 
or  radio 

B.  Message  -  the  information  which  is  to  be  sent 

C.  Channel  of  transmission 

1.  If   the  message  is  spoken,    it   travels  by  sound  waves 
to  the  listener. 

2.  If    the   message   is   written  or   gestured,    it  requires 
light  cO  see  it. 

D.  Receiver  (listener)  -  someone  or  something  "hears"  the 
mess"«ge 

E.  Response/Feedback 

1.  A    person    tries    to    understand    and    respond    to  the 
message. 

2.  If   the  receiver   is  a  machine,    its  response  may  be  a 
click. 
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III.  Verbal  Communication  (CD-I) 

A.  Definition  -   getting   a  message  across   through  the  use 
of  words  by  speaking  or  writing  them. 

B.  Types  of  verbal  communication 

1.  Greeting  clients  and  visitors 

2.  Delivering  and  receiving  messages 

3.  Carrying  on  conversations 

4.  Answering  telephones 

IV.  Nonverbal  Communication  (CD-2) 

A.  Definition:  getting  a  message  across  without  the  use  of 
words;  expressing  feelings  or  emotions  in  other  ways 

B.  Types  of  nonverbal  communication 

1.  Facial     expressions    -    smile;    frown;    twist    of  the 
mouth;  raised  eyebrows 

2.  Gestures    and     body    movements     -     a    shrug    of  the 
shoulders;  hond  movements 

3.  Posture    of     the     body    -     hunching    over;  standing 
straight 

4.  Tone  of  voice  -  sarcastic;  friendly;  firm 

5.  Smells  -  the  odor  of  stool,  fragrance  of  cologne 

6.  Space    -    the    distance    between    two    people    as  they 
talk;  how  close  a  nurse  assistant  gets  to  the  client 

7.  Silence  -  approving;  sympathetic;  hostile 

8.  Touch  -  gentle;  rough;  firm 

IV.  How  to  Communicate  Effectively  (CD-3) 

A.  Introduce  yourself  frequently. 

B.  Show  an  interest  in  talking  with  the  client. 

C.  Allow  time  for  talking. 

D.  Pace  yourself  to  the  speed  at  which  the  client  talks. 

E.  Try   to  get   at   the   client's   eye   level   and  stay  within 
sight. 
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F.  Remember ,  when  you  communicate  you  are  not  only 
conveying  words  but  also  your  attitudes  and  feelings 
about  yourself  and  others. 

G.  If  communication  is  not  taking  place,  explore  the 
reasons  why. 

H.  Reminiscence  is  a  form  of  communication  for  the  elderly. 

1.  A  way  of  reviewing  life;  helps  in  a  search  for 
meaning  and  to  prepare  for  death 

2.  Listen  to  his/her  stor ies--this  allows  the  client  to 
feel  he/she  is  leaving  wisdom  or  insight  to  the 
young. 

71.  How  Hearing  and  Listening  Differ 

A.  Hearing  is  a  passive  awareness  of  sound. 

B.  Listening  is  an  active,  intentional  effort  to  hear  the 
message  and  understand  its  meaning. 

C.  Nursing  action  (HO  1) 

1.  Requires  concentration  and  close  attention  to  whc." 
is  being  said  and  done. 

2.  Have  direct  eye  contact  with  the  person  who  is 
speaking. 

3.  Be  alert  when  listening. 

4.  Try  to  rut  aside  your  own  prejudices  and  values. 
VII.  Farriers  that  Prevent  Communication  (CD-4) 

A.  Changing  the  subject 

B.  Giving  your  own  opinion  about  the  person  and  his/her 
situation  without  being  asked 

C.  Belittling  a  person's  feelings 

D.  Seeming  to  be  too  busy 

E.  Jumping  to  conclusions  before  you  know  the  entire  story 

F.  Giving  false  or  inappropriate  reassurances 

G.  Causing  fear  of  an  unpleasant  response 

H.  Interrupting  frequently 
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1.  Not  waiting  long  enough  for  a  reply  (elderly  slower  to 
respond) 

J.  Words  that  sound  alike  (homonyms)  may  hav«  a  different 
meaning  to  the  receiver  than  was  intended  by  the  sender 

a.  a  "plane"  is  a  flying  vehicle 

b.  a  "plain"  ir;  a  wide,  open  field 

K.  Meanings  of  words  sometimes  change  from  one  generation 
to  another 

VIII.  Clients  with  Communication  Diff iculties 

A.  Deafness 

1.  Signs  indicating  hearing  loss 

a.  Loss   of    interest    in   group   activity,    in  other 
persons,  or  in  what  is  beig  said  to  him/her 

b.  Apparent  disregard  for  directions  or  suggestions 

c.  An  attempt  to  lip-read 

2.  Encourage  the  client  to  use  a  hearing  aid  and  give 
him/her  time  to  adjust  it. 

3.  Face    the    client    in    a    lighted    area;    stand  where 
he/she  can  see  you. 

4.  Use   moderate   tone    of   voice;    do   '^lOt   shout   at  the 
clieat . 

5.  Reduce  background  noise. 

6.  Attempt  to  learn  some  sign  language. 

B.  Blindness 

1.  Observe  for  signs  indicating  deteriorating  eyesight. 

a.  Stumbling    or    falling;    holding    on    to  objects 
when  walking 

b.  Using  touch  to  find  personal  things 

2.  Encourage  use  of  eyeglasses. 

3.  Use   verbal   communication   if    client   can   hear;  use 
normal  tone  of  voice 

4.  Use  touch. 
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5.  Identify  self  when  entering  or  leaving  a  room. 


6.  Keep  surroundings  the  same--do  not  rearrange 
personal  items  or  furniture  without  informing 
client. 

Speech  disorders 

1.  Dysarthria  -  weakness  or  paralysis  of  muscles  of 
lips ,  toungue ,  and  throat ;  may  be  due  to  brain 
damage  from  stroke  or  accident 

2.  Apshasia  -  language  disorder  in  which  resident  has 
difficulty  understanding  words  and  using  them 
correctly  due  to  damage  of  the  part  of  the  brain 
that  controls  speech 

a.  Expressive  -  client  has  difficulty  caying  what 
he/she  is  thinking  and  wants  to  say;  may  also 
have  trouble  writing  and  making  gestures  to  act 
out  what  he/she  is  trying  to  say 

b.  Receptive  -  client  can't  understand  what  is 
being  said  to  him/her;  gestures  and  pantomime 
may  confuse  him/her;  may  have  difficuly 
understanding  what  he/she  is  reading  or 
recognizing  the  words 

3.  How  to  communicate  to  client  with  speech  disorder: 

a.  Encourage  client  to  express  self  in  any  way 
possible. 

b.  Continue  to  talk  to  the  client  and  encourage 
others  to  also. 

c.  Use  short,  simple  sentences  and  use  the  same 
words  each  time  when  you  give  directions. 

d.  Watch  the  client  for  gestures  or  body  movements 
with  which  he/she  may  be  communicating. 

e.  Be  patient,  do  not  speak  for  the  client, 
although  you  may  want  to  help  him/her  with 
which  words  he/she  is  having  difficulty. 

f.  Do  not  talk  with  another  person  in  front  of  the 
client  as  if  he/she  cannot  understand. 

g.  Remember  the  client  if.  still  considered  an 
adult. 

h.  Remember  the  basic  principles  of  effective 
communication. 
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Summary  and  Conclusion 

A.  Terms  and  definitions 

B.  The  five  elements  of  communication 

C.  Verbal  communication 

D.  Nonverbal  communication 

E.  How  to  communicate  effectively 

F.  How  hearing  and  listening  differ 

G.  Barriers  that  prevent  communication 

H.  Residents  with  communication  difficulties 

Remember,  in  order  to  be  of  help,  you  ^fjf  J° 
communicate  with  your  clients.  If  at  ^'^^^J^'^J^H 
difficulty,    try   to   determine    the   cause   of   ^^e   lack  of 

communication.      Review    the  ^f^f  Srincioles 

oftpn    to   keep   yourself    cware  of    the    basic  principles. 

Yolr  effective  Communication  skills  are  invaluable  to 
both  you  and  others. 
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LESSON  PLAN:   5 


COURSE  TITLE:  NURSE  ASSISTANT  

UNIT        I       :  THE  NURSE  ASSISTANT  

CLASSROOM  DISCUSSION: 

1.  What   do   you    think   the    difference    is    between   verbal  and 
nonverbal  conuaunicati.on? 

2.  What   are    some   of    the   ways    you   communicate  without  ever 
saying  a  word? 

3.  can  you  give  an  example  of  a  way  to  promote  communication 
with  a  depressed  client? 

4.  can   you    give   an   example   of   an  event   that  would  prevent 
communication  with  a  client? 


CLASSROOM,   LABORATORY  OR  OTHER  ACTIViTIES: 

1.  Show  films trips. 

2.  Have  class  members  choose  a  partner:  then  have  them  talk 
noee  to  nose,  then  15  inches  away  from  one  another,  and 
then  back  to  back.  This  exercise  helps  them  to  understand 
concctpt  of  "personal  space."  Discuss  how  they  felt  when 
talking  from  various  distances. 
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LESSON  plan:   i 


COURSE  TITLE:  NURSE  ASSISTANT 
UNIT        I       ;  THE  NURSE  ASSISTANT 
EVALUATION  ITEMS: 
1.  De£ln«  th«  t«»  comBunicatioti. 


2.    Define  the  term  aphasia. 


3.    What     is     the    difference     between    verbal    and  nonverbal 
comnunication? 


4. List  four  examples  of  nonverbal  communication, 
a. 
b. 
c. 
d. 
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Pot  taeh  of  th«  follovlng.  «ftit«  "T"  If  the  itatement  is  true 
ot  "P"  if  it  it  faltt. 


 ^.  Th«£«    mutt     b«     a     landtt    and    a     tecaivec  for 

coBBunication  to  t'-jKa  plar;a. 

  6.  Raalniacanca  it  not  a  fota  of  coamunication. 

  7.  Liataning  it  a  paiaiva  avatanaia  of  sound. 

  8.  An  appatant  diatagatd  fot  di;.'action8  or  auggestions 

aay  ba  a  aign  of  deaf  nan. 

  9.  A  perion  with  a  apeech  problen  aay  know  what  he  or 

■he  vanti  to  aay  but  la  unable  to  aay  it 

 10.  It   ia   iaportant  to  use   the  nonverbal  connunication 

techniquoa  of  touching  when  communicating  with  the 
blind  resident. 

 11.  Always  look  directly  at  the  client  who  ia  speaking  to 

you. 

On  the  line  provided  write  1  if  the  statenent  is  a  barrier  to 
coapunication  or  a  2  if  it  la  an  effective  way  to  communicate. 

 12.  Belittling  a  person's  feelings 

 13.  Changing  the  subject 

 14.  Showing  an  interest  in  discussion 

 15.  Seeaing  to  be  too  busy 

 16.  Listening 

 17.  Staying  within  sight  of  the  client  ar,  eye  level 

 18.  Pacing  yourself  to  the  speed  at  which  the  client  talks 
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LESSON  PLAN:   5 


COURSE  TITLE:  NURSE  ASSISTANT  

UNIT        I       ;  THE  NURSE  ASSISTANT  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  Comnun* cation  is  the  exchange  of  information  accomplished 
by  8en>  ing  and  receiving  messages. 

2.  Aphasia  is  the  inability  to  speak  or  write  or  understand 
the  spoken  word  due  to  injury  or  disease  of  certain  brain 
cells. 

3.  Verbal  communication  is  the  act  of  Bending  a  message 
through  the  use  of  words  by  speaking  and  writing  them,  and 
nonverbal  communication  gets  the  message  across  without  the 
use  of  words  by  expressing  feelings  or  emotions  in  other 
ways. 

4.  The  student  may  list  any  four  or  the  following: 


a.  Facial  expressions 

b.  Gestures  and  body  movements 

c.  Posture  of  the  body 

d.  Tone  of  voice 

e.  Smells 

f.  Space 

g  Silence 

h.  Touch 


5.  T 

6.  T 

7.  F 

8.  T 
9  T 

10.  T 

11.  T 

12.  1 

13.  1 

14.  2 

15.  1 

16.  2 

17.  2 

18.  2 
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HOW  TO  BE  A  GOOD  LISTENER 


HO  1 


1.  STOP  TALKING! 

You  cannot  listen  if  you  are  talking. 

2.  PUT  THE  SPEAKER  AT  EASE. 

Help  the  speaker  feel  firee  to  talk.  Provide  what  is  often  called  a  "permissive  environment." 

3.  SHOW  THE  SPEAKER  THAT  YOU  WANT  TO  LISTEN. 

Look  and  act  interested.  Do  not  read  your  mail  while  someone  is  talking.  Listen  to  understand 
lather  than  to  reply. 

4.  REMOVE  DISTRACTIONS. 

Don't  doodle,  tap.  or  shuffle  papers.  Shut  the  door  if  it  will  be  quieter. 

5.  EMPATHIZE  WITH  THE  SPEAKER. 

Try  to  put  yourself  in  the  speaker's  place  so  that  you  can  see  that  point  of  view. 

6.  BE  PATIENT. 

Allow  plenty  of  time.  Do  not  interrupt.  Do  not  start  for  the  door  or  walk  away. 

7.  HOLD  YOUR  TEMPER. 

An  angry  person  gets  the  wrong  meanmg  from  words. 

8.  GO  EASY  ON  ARGUMENT  AND  CRITICISM. 

Do  not  put  the  speaker  on  the  defensive.  The  speaker  may  "clam  up"  or  get  angry  Try  not  to 
argue:  even  if  you  win,  you  lose! 


9.  ASK  QUESTIONS. 

Encourage  the  speaker  and  show  you  are  listening.  Questions  also  help  to  develop  further 
points. 

10.  STOP  TALKING! 

This  is  first  and  last,  because  all  other  listening  skills  depend  upon  it.  You  just  can't  do  a  good 
listening  job  while  you  are  talking! 
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Nature  gave  people  two  eaxa  but  only  one  tongue,  which  is  a  gentle  hint  that  listening  is  more  important 
thantalldngi 

Major  benefits  of  good  listening  are: 

•  A  good  listener  can  make  better  decisions. 

•  A  good  listener  ssvos  time. 

•  Listening  helps  the  speaker  determine  how  well  the  message  is  being  received. 

•  A  good  listener  stimulates  others  to  better  speaking. 

•  Good  listening  decreases  misunderstanding. 
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LESSON  plan:  6 

COURSE  TITLE:  NURSE  ASSISTANT  

UNIT        I       :  THE  mJRSE  ASSISTANT  

SCOPE  OF  UNIT: 

This  unit  l8  about  the  role  of  the  nurse  assistant  (NA)  in 
long-term  care  and  hone  health  care  agencies.  More 
specifically,  we  will  discuss  the  requirements  for  becoming  a 
nurse  assistant—general  information,  as  well  as  factors  that 
can  help  the  NA  become  successful;  how  the  NA  fits  into  the 
structure  of  the  health  care  team;  ethical  and  legal 
responsibilities  of  the  NA;  how  to  accurately  chart  on  the 
medical  record;  how  to  effectively  communicate;  how  to  make 
accurate  observations  about  the  clients  and  what  to  do  with  the 
information:  and  how  to  use  a  care  plan. 

INFORMATION  TOPIC:  1-6  OR  DEMONSTRATION: 

OBSERVATION  AND  REPORTING 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Match  terms  presented  in  this  lesson  to  correct  definitions. 

2.  List  five  methods  of  observation. 

3.  Recognize  changes  in  client's  usual  appearance  and  behavior. 

4.  Match  medical  terms  tc  co-cect  definitions, 

5.  Use  guidelines  for  reporting  observations  of  status  change 
in  clients  to  charge  p<ai£;.>nnel. 

6.  Define  the  term  gr i'>vr<i»::fr . 
SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  Trainex  filmstrip  #405:     "Observation  and  Charting" 

2.  Projector 

3.  Color-coded  flash  cards  for  terms  and  definitions  -  Teacher 
made 
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TEACHER  resources: 


INTRODUCTION: 

Makina  useful  observations  gives  the  nurse  assistant 
satisfaction  and  a  feeling  of  achievement  but  more  important 
than  that,  it  can  provide  nurses  and  physicians  with  important 
ISJSrmation  for  proper  care  of  the  client.  Observation 
tSchniques  must  be  practiced  each  day  and  require  the  use  of 
an  of  one's  senses.  Get  in  the  habit  of  obsVvi«g  ^^mt  flie 
anytime  you  are  with  him/her.  Check  your  client  from  head  to 
tSi  e^h  day.  It  is  a  good  idea  to  carry  a  pad  and  pen  in  your 
JoJkJ?  to  record  observations  so  you  will  not  forget  to  report 
dtiA  document  them. 
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LESSON  PLAN: 


COURSE  TITLE:  NURSE  ASSISTANT 


UNIT        I       :   THE  NURSE  ASSISTANT  

OUTLINE:     (Key  Points) 
I.    Terms  and  Definitions 

A.  Anterior  *  toward  the  front 

B.  Abrasion  *  a  scraping  or  rubbing  off  of  the  skin 

C.  Constipation   -  difficult   or   infrequent  movement  of  the 
bowels 
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D.  Constrict  -  get  smaller 

E.  cyanotic   -   a   bluish-gray   color    of    the   skin.    lips,  or 
nail  beds  due  to  lack  of  oxygen 

F.  Dilate  -  to  get  larger 

G.  Disorientation  -   state   of   mental    confusion   or    loss  of 
bearings  (sense  of  time,  place,  or  identity) 

H.  Distention    -    state    of    being    inflated,     enlarged,  or 
stretched  out 

I.  Dysphagia  -  difficulty  swallowing 
J.  Dyspnea  -  difficulty  in  breathing 

K.  Edema  -  swelling  due  to  an  accumulation  of  watery  fluid 
in  the  tissue 

L.  Emesis  -  vomiting 

M.  Feces   -  waste  product   of  digested  food  discharged  from 
the  intestine  (stool.  BM) 

N.  Flatus  -  gas  in  intestines 

O.  Flushed  -  reddened  color  of  the  skin 

P.  Incontinent   -  inability  to   control   evacuation  of  one's 
bowels,  or  bladder,  or  both 

0.  Inflammation  -  reaction  of  tissue  to  injury  of  any  kind 

R.  Jaundice   -  yellow  discoloration   of    skin  due   to  excess 
bile  in  blood 
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S.  Laceration  -  wound  produced  by  cutting  or  tearing 

T.  Mucus  -  sticky  substance  secreted  by  mucous  membranes 
mainly  in  the  lungs*  nose,  and  parts  of  the  rectal  and 
genital  areas 

U.  Pallor  -  paleness 

V.  Posterior  -  towards  the  back 

W.  Projectile  -  vomiting,  forcibly  ejected  without  nausea 

X.  Pus  -  thick  yellow/green  secretion  formed  in  certain 
kinds  of  inflammation 

Y.  Void  -  to  pass  urine 

Observation  -  you  have  used  these  skills  all  of  your  life 
but  may  have  never  realized  it 

A.  Five  methods  of  observation  (CD-I) 

1.  Seeing 

a.  Look  and  think  about  what  you  are  seeing  and  what 
it  means. 

b.  Observe  for  skin  rash,  reddened  areas,  edema,  etc. 

2.  Hearing 

a.  Listen  to  a  sound  and  try  to  understand  it  means 

b.  Listen  to  a  cough  or  wheeling  sound  when  the 
client  breathes. 

c.  Some  changes  can  be  felt  and  described  only  by 
the  jlient  -  pain,  nausea,  dizziness,  a  ringing 
in  the  ears,  or  headache.  Listen  for  verbal 
signs  from  the  client. 

3.  Smelling  -  smell  the  odor  of  a  discharge  or  the 
client's  breath 

4.  Touching 

a.  You  can  feel  signs  with  your  fingers. 

b.  You  may  note  if  the  skin  is  hot  or  cold,  wet  or 
dry,  or  changes  in  the  pulse  rate. 

5.  Vital  signs  -  a  change  can  indicate  many  things; 
anything  not  within  normal  range  may  be  significant 
and  should  be  reported. 
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B.  Things  to  observe  ^  (CD-2) 

1.  Activities    of    daily    living    (A.D.L. )  (independent/ 
dependent) 

a.  Dressing  *  untidy,  unclean,  or  neat,  clean 

b.  Grooming  -  disheveled  or  neat 

c.  Walking 

1)  Gait  steady  or  unsteady;  shuffling 

2)  Difficulty  c  tting  up  and  out  of  bed 

d.  Eating  and  drinking 
1)      Good  appetite  or  no  appetite 
2}      Dislikes  diet  or  tries  some  of  each  food 
3}      Amount  eaten  or  ty^e  and  amount  not  eaten 
4}      Dysphagia  or  difficulty  swallowing 
5}      Thirsty  or  seldom  drinks  water 

e.  Elimination 

1)  How  often  does  client  void? 

2)  Note     color,      odor,      amount     and  clarity 
(clearness)  of  urine. 

3)  Is  voiding   hard   to   start   or   is   therr  pain 
during  urination? 

4}      Incontinent  of  urine? 

5)      Catheter — is     it     in     place     and  draining 
properly 

6}      How  often  does  client  have  a  BM? 

7}      Note    color,    odor,    amount    and  consistency 
(liquid,  loose,  hard)  of  stool. 

8}      Note  blood,   clumps  of  mucus,  clay  'jolor,  or 
if  feces  looks  like  black  tar. 

f.  Sleeping 
1}      Able  to  sleep  or  restless 
2}      Sleeps  more  than  normal,  constantly  asleep 
3}      Lies  still  or  tosses  around 
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4)      Complains    about    not    being    able    to  sleep 
(compare  with  your  observation) 

Mental  condition  or  mood  (CD-3) 

a.  Level  of  orientation--who.  what,  where 

b.  Talkative  or  not  talkative 

c.  Talking  sensibly  or  not  making  sense 

d.  Anxious  and  worried,  or  very  calm 

e.  Speaking  rapidly  or  slowly 

£.    Cooperative  or  not  cooperating 

g.  Client  is  irritable,  depressed,  hostile,  combative 

h.  Delirium 

1)  Continuous     or     intermittent;     rambling  of 
ideas  or  one  persistent  idea 

2)  Coma   or   unconscious,    failure   to  respond  to 
verbal  commands  or  stimuli 

i.  Crying    -    fretful,    sharp,    whining,    or  moaning; 
give  reason  if  known 

Position 

a.  Time  of  position  change;  what  position  client  is 
put  in 

b.  Able  to  move  easily  or  requires  assistance  of  two 
or  three  staff  mambers 

Skin 

a.  Color  -  pallor,  flushed,  cyanotic,  jaundiced 

b.  Dry  or  moist 

c.  Warm  (hot)  or  cool  (cold) 

d.  Edema    -    location,    general    or    local,    any  color 
changes 

e.  Reddened  areas  -  location,  open.  size,  drainage 

f .  Rash.      hives.       itching.       bruises.  abrasions, 
lacerations 
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Eyes,  ears,  nose,  and  mouth 

a.  Eyelids  inflamed;  watery  eyes;  bloodshot 
appearance  or  yellowish  cast  to  the  whites  of  the 
eyes,   swollen  eyel ids 

b.  Bothered  by  bright  light;  twitching 

c.  Pupils  -  constricted  or  dilated;  unequal  or  equal 
in  size 

d.  Eyes  appear  to  bo  fixed;  constant  involuntary 
movement,   ecpocially  sidc^  to  strip 

e.  Ability  to  hear  you 

f.  Difficulty  breathing  through  his/her  nose 

g.  Mucus  discharge  from  the  nose 

h.  Mouth  -  lost  or  broken  dentures,  sores, 
tenderness ,   bleeding  gums 

i.  Complaint  of  a  bad  taste  in  mouth;  odor  of  breath 
-  foul   (halitosis),  sweet  or  fruity,  alcohol 

Breathing 

a.  Noises  when  he/she  breathes;  wheezi.ig;  moist 
soundi  ng 

b.  Dyspnea;  difficulty  breathing,  relieved  by 
standing  or  sitting  erect  or  by  squatting, 

c.  Cough  -  productive  (note  amount,  color,  and 
consistency  of  sputum)  or  f^ry;  tight  hacking, 
painful 

Abdomen 

a.  distended,  hard;  rigid;  tender 

b.  Gassiness;  belching;  hiccoughs 

c.  Nausea 

d.  Emesis  (vomiting)  self  -  induced;  projectile; 
note  color,   consistoncy,   and  amount 

Movements 

a.  Shaking  -  tremor 

b.  Jerky  -  spasm 

c.  Limp  113 


9.  Pain 

a.  Location 

b.  Duration  (How  long  has  he/she  had  pain?) 

c.  Description  of   pain  -   constant,    comes  and  goes, 
sharp,  dull;  arching,  knifelike 

d.  If    client    h^s    taken    pain    medication:    if  the 
medication  relieved  the  pain 

10.  Vital  signs 

a.  Temperature  -  febrile  or  afebrile  (fever  or 
normal) 

b.  Pulse  -  rhythra--regular  or  irregular:  rate--too 
fast  or  too  slow;  force — strong  or  weak 

c.  Respiration 

1)  Rhythra--regular  or  irregular;   rate--too  fast 
or  too  slow;  shallow 

2)  Cheyne-stokes  -  uneven  rhythm  and  rate,  and 
periods  of  no  breathing 

d.  Blood  pressure  -  strong  (easy  to  hear)  or  weak 
(difficult  to  hear),  measurement 

11.  Other 

a.  convulsions  -  time,  duration,  intermittent  or 
continuous;  mild  or  violent;  generalized  or 
limited  to  one  part  of  the  body 

b.  Chills  -  time  and  duration,  severity  of  chill: 
temperature  at  time  chill  is  completed, 
temperature  30  minutes  after  chill  is  completed 

c.  Accidents  or  incidents  •>  time.  witnesses, 
observations  of  injury,  and  cause  of  suspected 
injury 

d.  Discharges  -  unusual  body  discharge:  location  and 
type  (bloody,  mucus,  pus.  or  clear) 
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Guidelines  for  Reporting  Observation  of  Status  Change 

Observe  for  the  unusual,  then  report  only  what  you 
observe.  Be  objective,  do  not  make  judgements  or  try  to 
diagnose. 

B.  Note  any  time,  the  name  of  the  client,  location  of  any 
abnormal  signs,  location  of  client  in  facility  or  home, 
any  symptoms  the  client  verbalizes,  and  report  to  the 
charge  nurse  as  soon  as  possible. 

IV.  Summary  and  Conrlusion 

A.  Terms  and  definitions 

B.  Observation 

C.  Guidelines  for  reporting  observations  of  status  change 

Making  observations  is  one  of  the  most  important  functions 
of  your  job  as  a  nurse  assistant.  Always  be  alert  for 
changes  and  abnormalities  of  the  condition  of  each  of  your 
clients.  Become  familiar  with  the  terminology  that  has 
been  included  in  this  lesson. 
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LESSON  PLAN:  6 

COURSE  TITLE:  NURSE  AaalSTANT  

UNIT        I       :  THE  NURSE  ASSISTAn  

CLASSROOM  DISCUSSION: 

1.  What  methods  might  you  use  to  observe  the  client? 

2.  What  observations  should  you  make  about  the  way  your  client 
appears  to  you? 

3.  What    observations    should    you    make    with    regard    to  your 
client's  behavior? 


CLASSROOM,  LABORATORY  OR  OTHER  ACTIVITIES: 

1.  Write  a  short  paragraph  about  another  classmate  or  a  client 
after  observing  him  or  her  for  a  few  minutes  (use  all 
observation  methods,  if  applicable). 

2.  Show  filmstrip. 

3.  Go  to  clinical  area — observe  edema,  lung  congestion, 
reddened  areas,  etc. 

4.  Flash  cards  to  assist  with  learning  terminology. 
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LESSON  PLAN:  6 

COURSE  TITLE:  NURSE  ASSISTANT 


UNIT        I       :  THE  NURSE  SSISTANT  

EVALUATION  ITEMS: 

Match  the  following  terms  to  correct  definitions  by  writing  the 
letter  in  the  blank. 


1. 

Abrasion 

a. 

To  pass  urine 

2. 

Anterior 

b . 

Uir  £ ICUx cy  BWa  X  xOWl ny 

3. 

Constipation 

c . 

Yelxow  discoxora cion  or  sKin 

4. 

Constrict 

d. 

Get  smaller 

5. 

Cyanotic 

e. 

Difficulty  in  breathing 

6. 

Dilate 

f . 

Mound  produced  by  cutting  or 

tearing 

7 . 

Disorientation 

g. 

Sticky  substance  secreted  by 

8. 

Distention 

mucous  membranes,  mainly  in  the 

lungs,  nose  and  parts  of  the 

9. 

Dyspnea 

rectal  and  genital  aieas 

10. 

Dysphagia 

h. 

Toward  the  back 

11. 

Edema 

i. 

Gas 

12. 

Ernes is 

j. 

A  bluish-gray  color  of  the 

lips.  skin. or  nail  beds 

13 . 

Feces 

Toward  ♦'he  front 

k. 

14. 

Flatus 

Scraping  or  rubbing  off  of  skin 

1. 

15. 

Flushed 

State  of  mental  confusion  or 

m. 

16. 

Incontinent 

loss  of  bearing  (sense  of  time. 

place,  or  identity) 

17. 

Inflammation 

Reddened  color  of  the  skin 

n. 

18. 

Jaundice 

Thick,  yellowish,  greenish 

0. 

19. 

Laceration 

secretion  formed  in  certain 

kinds  of  inflammation 

20. 

Mucus 

Waste  products  of  digested  food 

P- 

21. 

Posterior 

discharged  from  the  intestine 

22. 

Pallor 

1  00 
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.23.         Projectile         q.  To  get  larger 

24.  Pus  t.  Reaction  of  tissue  to  injury  of 

any  kind 

25.  Void 


s.  Vomiting  forcibly  ejected 
without  nausea 

t.  Swelling  due  to  accumulation  of 
watery  fliud  in  the  tissue 

u.  Inability  to  control  evacuation 
of  one's  bowels,  or  bladder,  or 
both 

V.  State  of  being  inflated, 
enlarged,  or  stretched  out 

w.  Difficult  or  infrequent 

movement  of  the  bowels 

X.  Paleness 
y.  Vomiting 

26.  List  the  five  methods  of  observation, 
a. 
b. 
c. 
d. 
e. 

27  M-s.  Smith  yells  at  you  as  you  enter  her  home.  "Hurry  up 
and  get  me  dressed.  What's  wrong  with  you?  Can't  you  see 
I  need  help?"  The  tone  of  her  voice  is  sharp  and 
impatient.  As  you  are  assisting  Mrs.  Smith  to  the  Vj;; 
note  a  sweet,  fruity  odor  on  her  breath,  she  has  a  skin 
tear  that  is  oozing  blood  on  her  right  forearm  and  her  face 
is  flushed  and  very  warm.    What  observations  can  you  make? 

What  is  your  next  step? 

28.  You  are  in  the  dining  room  at  noon.  Mrs.  "abel  Smith,  a 
client,  is  sitting  uext  to  the  client  you  are  feeding.  She 
keeps  repeating  "I'm  so  sick",  she  appears  pale--all  of  a 
sudden  She  grabs  her  chest  and  starts  crying  out  with 
pain.  The  L.P.N,  com-.s  over  and  starts  to  ^^eck  her  vital 
signs.  She  asks  you  to  get  the  Charge  Nuree.  What  will 
you  tell  the  Charge  Nurse? 
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LESSON  PLAN:  6 

COURSE  TITLE:  NURSE  ASSISTANT 


UNIT        I       :   THE  NURSE  ASSISTANT 


ANSWERS  TO  EVALUATION  ITEMS: 

1.  1 

2.  k 

3.  W 

4.  d 

5.  j 

6.  q 

7.  a 

8.  V 

9.  e 

10.  b 

11.  t 

12.  y 

13.  p 

14.  i 

15.  n 

16.  u 

17.  r 

18.  c 

19.  £ 

20.  g 

21.  h 

22.  X 

23.  8 

24.  O 

25.  a 


26.  a.  Seeing 

b.  Hearing 

c.  Smelling 

d.  Touching 

e.  Vital  sings 

27.  The  nurse  assistant  should  not  the  following  observations: 
1  The  tone  of  the  client's  voice:  2.  Sweet,  fruity  odor 
on  her  breath:  3.  Skin  tear  that  is  oozing  blood--right 
forearm:  4.  Flushed  and  war*  face.  Report  all  of  these 
things  immediately  by  phone  to  the  H.H.C.A.  supervisor. 

28.  The  N.A.  will  say  "Mrs.  Mabel  Smith  is  sitting  in  the 
dining  room.  She  is  pale  and  stated  "I'm  so  sick."  She 
grabbed  at  her  chest  and  started  crying  out  loud.  The 
L.P.N,  is  checking  her  vital  signs." 
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LESSON  PLAN: 


COURSE  title:  ^JURSE  ASSISTANT 


UNIT        I       :  THE  NURSE  ASSISTANT  

SCOPE  OF  UNIT: 

This  unit  is  about  the  role  of  the  nurse  assistant  (NA)  in 
long-term  care  and  home  health  care  agencies.  More 
SDecifically.  we  will  discuss  the  requirements  for  becoming  a 
nurse  assistant— general  information,  as  well  as  factors  that 
JSn  hetS  the  NA  become  successful:  how  ^heJJA  fits  into  the 
structure  of  the  health  care  team:  ethical  and  legal 
responsibilities  of  tht  NA:  hov  to  accurately  chart  on  the 
medical  record:  how  to  affectively  communicate:  how  to  «aKe 
accurate  observations  about  the  clients  and  what  to  do  with  the 
information:  and  how  to  use  a  care  plan. 


INFORMATION  TOPIC: 


I_7  OR  DEMONSTRATION: 

USING  THE  PLAN  OF  CARE 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Match  terms  presented  in  this  lesson  to  correct  definitions 

2.  Identify  how  a  care  plan  is  developed. 

3.  Identify  how  the  care  plan  is  put  to  use. 

4.  Identify  who  is  responsible  for  evaluating  the  care  plan. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:      Overall  Plan  of  Care 

2.  HO  2:      H.H.C.  Plan 


INTRODUCTION: 

A  pl«n  o£  cat«  it  a  wiitten  plan  that  If  the  basil  for  all  cara 
flivan  to  a  cliant.  It  idantifiai  naedt  and  itataa  goalf  £ot 
tha  cliant  to  attiva  Jot  within  a  cattain  tine  £ra«a.  Bona  ata 
ahott'tatm.  indicating  tha  naad  for  tha  cliant  to  raaliatically 
accoBpliah  thia  witliin  a  ahott  tima  apan— auch  as  a  faw  w««JJJ- 
Thata  aia  long-tatm  goala  which  covat  a  paiiod  o£  aontha.  Tha 
caia  plan  indicataa  tha  way  or  by  what  action  thasa  floala  will 
ba  accompliahad  and  who  tha  taaponalbla  taan  «ambata  ata  for 
aach  particular  naad.  It  ia  tha  basic  tool  for  tha  daily 
nuraing  cara  a  cliant  will  racaiva. 

It  ia  axtramaly  important  for  tha  nursa  assistant  to  usa  tha 
obaarvation  and  raporting  akilla  aha  or  ha  has  laarnad  to 
contribute  vital  information  to  tha  cara  plan.  You  will  not  ba 
raquirad  to  writa  cara  plana.  —  thia  ia  a  ragistarad  nursa'a 
raaponaibility  —  but  you  will  naad  to  contribute  information 
daily  to  thia  procaas. 
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LESSON  PLAN:  7 

COURSE  TITLE:  NURSE  ASSISTANT 


UNIT         I       ;   THE  NURSE  ASSISTANT  

OUTLINE:     (Key  PointB) 

I.    Terms  and  Definitions 

A«  Aseeeement  -   the  act  of  collecting  ae  much  information 
as  possible. 

B.  Goal    -    the    desired    end    result,    what    one    hopes  to 
accomplish 

C.  Implementation  -  carrying  out  a  plan  of  action 

D.  Need    -    something    essential    or    desirable    that    one  is 
lacking  or  soipething  one  feels  is  lacking 

E.  Problem     -     needs     that     a     client     cannot     meet  by 
himself /herself 

F.  Client   care  plan   -   an   individual   plan  of   nursing  care 
for  each  client 


II.      Development  of  the  Plan  of  Care 


A.  Assessment  of  needs  of  client  (CD-I) 

1.  Interview  client  and  family  members 

2.  Observations  made  by  staff  (health  care  team  members) 

3.  Examination  of  client  by  registered  nurse 

B.  Health  care  team  coordinates  planning  (CD-2) 

1.  Identify  problems  or  needs  (CD-3) 

2.  Establish  goals.     Involve  client  in  this  process. 

3.  Choose  approaches  or  methods. 

4.  Identify  service  (team  members)  responsible  to  assist 
client  with  need  or  problem. 

C.  Care    plan    forms    vary    from    facility    to    facility  and 
agency. 
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[I.      Implementation  of  the  Plan  of  Care 

A.  Staff  (including  nurse  assistant)  refers  to  care  plan 
for  direction. 

B.  Staff  motivates  client  to  goals. 

C.  Charting  reflects  progress  or  regression. 

D.  Is  a  reference  for  reporting  changes. 

E  Is  a  reference  for  physician.  administrator.  and 
licensed  nurses,  therapists,  activities  director,  social 
services  designee,  and  dietician 

IV.      Evaluation  of  Plan  of  Care 

A.  Done  by  the  charge  nurse 

B.  Each  care  plan  reviewed  and  revised  at  least  quarterly 
and  when  the  condition  of  the  client  changes 

C.  Identify  new  problems 
V.      Summary  and  Conclusion 

A.  Terms  and  definitions 

B.  Development  of  the  plan  of  care 

C.  Implemenation  of  the  plan  of  care 

D.  Evaluation  of  the  plan  of  care 

NOW  that  you  are  aware  of  what  a  care  plan  is  andjiow  it  is 
developed  and  used,  you  will  be  able  to  use  it  as  a  guide 
to  your  daily  duties. 
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LESSON  PLAN:   7 


COUaSB  TITLE:  NURSE  ASSISTANT  

UNIT        I       :  THE  NURSE  ASSISTANT  

CmASBROOM  DISCUSSION: 

1.  How  does  the  health  care  team  find  out  what  the  client's 
needs  are? 

2.  Can  you  think  of  some  needs  or  problems  a  client  may  have? 

3.  Mho  contributes  information  to  the  care  plan? 


CLASSROOM,  LABORATORY  OR  OTHER  ACTIVITIES: 

1.  Read  a  plan  of  care    (HO  1  and  2);   what  did   it  tell  you 
about  the  client  that  you  did  not  know? 

2.  How  will  you  use  what  you  just  learned  about  this  client  as 
you  care  for  him/her? 
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LESSON  PLAN:  7 

COURSE  TITLE:  NURSE  ASSISTANT 


UNIT 


.:  THE  NURSE  ASSISTANT 


EVALUATION  ITEMS: 

Match  the  following  terms  to  correct  definitions  by  writing  the 
letter  in  the  blank* 


1. 
2. 

3. 
4. 
5. 
6. 


Assessment 

Client  care 
Plan 

Goal 

implementation 

Need 

Problem 


a.  Something  essential  or 
desirable  that  one  is  lacking 
or  something  one  feels  is 
lacking 

b.  Carrying  out  a  plan  of  action 

c.  The  act  of  collecting  as  much 
information  as  possible 

d.  Need  that  a  client  cannot  meet 
  by  himself /herself 

e.  An  individual  plan  of  nursing 
care  for  each  client 

f.  The  desired  end  result;  what 
one  hopes  to  accomplish 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

  7.         All   clients  with  similar  ca^e   needs  are  grouped 

together  in  one  plan  of  care. 

  8.         Only      a      registered      nurse      can  contribute 

information  to  the  care  plan. 

  9.         The    plan    of    care    contains    problems,    goals  and 

approaches . 

 10.         It  is  only  necessary  to  update  the  plan  of  care 

when  preparing  for  a  state  inspection. 

 H.         Only  the  registered  nurses  and  licensed  practical 

nurses  are  allowed    to  look  at  the  plan  of  care. 

 12.         The   nurse   assistant   can  provide   information  for 

the  plan  of  care  through  the  cnarge  nurse. 


LESSON  PLAN:   7 
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COURSE  TITLE:  NUR3E  ASSISTANT 


UNIT        I       :  THE  NURSE  ASSISTANT 


ANSWERS  TO  EVALUATION  ITEMS: 

1.  C 

2.  e 

3.  f 

4.  b 

5.  a 

6.  d 

7.  F 

8.  F 

9.  T 

10.  F 

11.  F 

12.  T 
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OVERALL  PLAN  OF  CARE 


PenonalCan: 


BATH  MOUTK  CARE  HAIR  CARE 

Batha   Num  uC.,.  Shampoo  .^C^... 

Partial  f:.r;.?>:   Self   When  

Tub   Special   Self  

Shower   Beauty  Shop  

Assist  


SKIN  CARE 


Decubiti  

Turning  .T.A'ff.. 

Dry  

Shavd  

When  


HAND/FOOT  CARE  (cUWu^l) 

Manicurt  Z/.^..  Weight  

Pedicure  *.fi^..  Height  

Clean  Nails  Daily..A<:  T.P.R  dflk  

Self.   B.P  d»\U... 

Footboard  .kJT.  I  &  O-h.-lH^.M.: 

C  &  A  
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// 

floods* 

Service 

Review  Date 

Goal  Met 

Analysis: 

Date 

Problems  or  Strengths 

Short  Term  Goals 

Plan  of  Action 

Responsible 

and  Signanire 

YES 

NO 

Why  Goal  Not  Made 

>I:V 

iurn  self- 
M  bed  um'Med 

1 

F.r. 

.32 

l/l7 

QOff^  ktuir. 

O'T. 

133 

Diagnosis:       ^               ,        ,    /  .a 

Next  of  Kin:    ^  ^ 

Doe,      '  d^airtkpi  "JlJ^a. 

Doctor:  ^ 

An  <:-^/t_ 

Room: 
10  ( 

Age: 
73 

Religion:  . 

Admission  Date: 

to 
< 
tn 

> 

f 

*o 

> 

o 

n 
> 

tn 


X 

o 


^Mdal  Procedures: 


problems  ujVUv  ciraiw^^e. 


Medications: 


Librium 


"^.rfj  p.r. n.-ftr 


Prosthesis: 
Dentures:  


Partial  

Upper  ^ 

Lower  

Glasses:  i^l. 


Contacts:  

Hearing  Aid:_ 
Artificial  Arm:. 

Leg:. 

Eye:. 

Other. 


P.T. 


Diet:^  Cr^s,  Soilum 


O.T. 


Speech/ Audiology: 


Peed: 


Assist: 


Breakfast 


A.M. 


Self-Help  Devices:  tOei^M^f^  5pMr\ 


Dinner 


Med 

P.M. 


Supper 


H.S. 


Dislikes/Allergies: 


Activities: 
Group: 


Individual:  AcH-*w'»+^<^S  I^trCc;^^  - 


o 


! 
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HOME  HEALTH  CARE  PLAN 


HO  2 


Patient 
Address 


Home  Health  Aide  Record  of  Activities 

  Primary  Care  Nurse  

  Week  Ending  Date 


Day 

M 

T 

w 

T 

F 

C 

M 

T 

W 

T 

F 

G 

Date 

itourt  in  Home 

Activity  (Check  appropriate  items  below) 

PERSONAL  CARE 
Bath— bed,  shower,  tub. 
Complete/partial  sponge 

MOBILITY 

Dedrest/up  as  tolerated 

Chanqe  position 

Mouth  Care 

Transfer  bed/chair/lift 

Foot  Care—wash/soak 

Assist  with  ambulation 

Ilalr  Care— shampoo/ 
comb  and  brush 

Take  outdoors 

Use  of  appliances/w^eelchair, 
walker,  crutches,  cane,  leg 
brace,  other  (specify) 

Nail  Cara 

Shave^-alectric  razor  only 

Assist  in  dressing/encourage 
to  dress  self 

FOOD  SERVICE 

Other 

Diet— regular/special  (specify) 

Nutrients  (specify) 

1 

THRftA^E'utli  MfeAsuRES 
Assist  with  self-adminis- 
tered medications 

Fluids— force/restrict 
(specify  amounts 

Measure  intake/record 

Record  temperature, 
pulse ,  respiration 

Prepare  meals— meal  planning 

Grocery  shopping/other  errands 

Care  to  pressure  areas— 
skin,  back  care--specify 

Encourage  food 

Feed  patient 

Neigh/record 

IIOMEMAKINH 

Make/change  bed  linens 

Prescribed  exercises  taught 
by  FN/RPT/ST/OT 

Measurement/record 

General  Homemaking 
Kitchen/bathroom 

LXXNZNATION 

Ikaaist  to  bathroom,  com- 
mode, bedpan,  urinal 

Laundry/ironing 

Dust/floor  care 

U  r  i  ne - - te s  t/record 

Vacuuming,  dry  mop,  wet  mop 

Measure  urine  output/record 

Other/Special  Precautions  to  be  Observed 

Check  bowels  and  bladder 

EMOTIONAL-BEHAVIORAL 
Encourage  conversation 

Encourage  activity 

■ 

Monday 


Tuesday 


Wednesday 
Thursday 
Friday 
Saturday 
Sunday 
Signature  of  UHA 


O   [nature  of  HHA  Supervisor 
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\  r\  t\  Date   

Sibo^bire  of 
Primary  Care  Nurse 


LESSON  PLAN:   8 


COURSE  TITLE:  NURSE  ASSISTANT  

UNIT       II  THE  CLIENT'S  ENVIRONMENT  

SCOPE  0^  UNIT: 

This  unit  covers  the  client's  home  environment  including  the 
family,  types  of  families,  changing  roles  of  family  members, 
types  of  housing,  utilities  and  finances,  care  of  the  home 
environment,  pest  control  and  community  resources.    This  unit 
also  covers  the  long-term  care  environment. 


INFORMATION  TOPIC:  U-8 


THE  FAMILY,  FAMILY  RELATIONSHIPS,  HOUSING. 
UTILITIES,  FINANCES 
(Lsason  Tide) 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 


1.  Identify  four  family  types. 

2.  Describe  advantages  and  disadvantages  of  one  family  type. 


3.     Identify  changes  in  social  relationships  that  children, 
adults  end  the  disabled  may  experience.. 


4.  Discuss  housing  alternatives  for  the  disabled  and  for  the 
elderly. 

5.  Identify  two  sources  fo    nousing  and  financial  aid 
available  through  private  and  government  agencies. 

6.  Identify  community  resources  available  to  improve  the 
quality  of  life  of  the  client. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 


H.O.  1       The  Extended  Vamily 
H.O.  ?       The  Nuclear  Family 
H.O.  3       The  Single-Parent  Family 
H.O.  4       The  Communal  Family 
H.O.  5       The  Blended  Family 

Film  -  Money  Tree  -  State  of  Connecticut  Home  Economics 

Film  Library 


16  mm  Projector  and  screen 
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TEACHER  RESOURCES: 


INTRODUCTION; 

The  family  is  an  important  unit  of  out  society.     It  is  the 
place  where  needs  foe  affection,  acceptance*  security,  trust 
and  socialization  are  f^cst  met.    Families  ace  bound  together 
by  blood  ties*  common  interests,  loyalties  and  affection.  It 
is  important  to  maintain  the  stability  of  the  family  even  when 
it  becomes  disrupted  by  illness,  financial  difficulties, 
marital  problems,  disability,  substance  abuse  and  addiction  and 
death.    The  nurse  assistant,  as  a  member  of  the  Home  Health 
Care  Team,  can  provide  a  valuable  service  using  his/her 
knowledge  of  housing  and  resources  available  to  help  maintain 
>r  improve  the  client's  quality  of  life. 


13C 


116 


LESSON  PLAN: 
COUBSE  TITLE: 
UNIT      II  : 


B 

NURSE  ASSISTANT  

THE  CLIENT'S  ENVIRONMENT 


ERLC 


OUTLINE:       (Key  Points) 

I      The  Family  -  people  living  under  one  roof  (CD-I) 
A.    Family  types 

1.  -  Nuclear  >  immediate  family 

2.  -  Step/blended  -  family  a  result  of  a  remarriage 

3.  -  Extended  -  family  members  include  those  from  an 

older  generation 

4.  -  "Empty  nest"  -  grown  children  have  moved  out  and 

parents  a^  a  once  again  living  as  a  couple  (or 
single  as  a  result  of  death  or  divorce  of 
spouse ) 

5.  -  Widowed  -  death  of  spouse 

6.  -  Single  parent  -  unmarried,  divorced  or  widowed 

with  children 

7.  -  Other  -  nontraditional  such  as  a  pair  -  same  sex. 

both  sexes;  communes  -  a  group  sharing  use  of 
property 

II        Family  Relationships  (CD-3) 

A.  Roles  of  family  members  in  relation  to  family 

structure  or  type. 
(Example:    Head  of  Household) 

B.  Family  stability 

(Example:    emotional,  financial ) 

C.  Positive  coping  with  a  family  crisis 

(Example:    death,  abuse,  sickness) 

D.  Lines  of  communication 

(Example:  verbal) 

E.  Displays  of  love  and  affection 

(Example:    verbal,  physical) 
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F.     Transcul tural 

Example:     Your  client  can  be  from  one  of  many 
different  countries;  Europe,  Asia,  Africa  and  Near 
East,   India,  South  and   "entral  America  as  well  as 
different  parts  of  the  U.S.A.   and  Canada.  lle/she 
may  have  different  value  systems  and  traditions  as 
well  as  a  different  culture  from  what  the  nurse 
assistant  knows.     Language,   behaviors  and  family 
systems  may  be  difCeronr.     The  nurse  assistant  must 
respect  these  differences,   be  non- judgemental  and 
perhaps  learn  about  other  ways  of  living  while  he/ 
she  is  caring  for  the  cliont  from  another  culture. 

III  Housing  for  the  Family  -   The  lluino   (cu  2) 

A.  Self-sufficient  apartment /house/ condominium 

B.  Developments  for  handicapped/elderly  clients 

C.  Room  or  apartment  in  family  member's  home 

D.  Life  care  apartment  with  health  care  facility 

E.  Commune 

F.  Single  room  occupancy  in  hotel  or  motel  (S.R.O.) 

G.  Intermediate  care  facility  (I.C.F*.) 

H.  Group  home 

I.  Skilled  nursing  facility  (G.N.F.) 
J.  Other 

IV  Utilities  -  Sources  and  Servicos 

A.  Electric  ~  Power 

(Example:     Northeast  utilities.  United  Illuminating, 
other ) 

B.  Telephone  -  communication 

(Example:     Southern  New  Kngland  Telephone  Co.) 

C.  Heat  and  Cooking  -  comfort  and  nourishment 
1  •  Gas 

(Example :     Connect i cut  Natura 1  Gas ) 
2.  Oil 

(Example:     see  yellow  pages  of  telephone  book) 
3      Electricity  -   see  above 
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Finances  -  (CD-4) 

A.    Sources  of  income 

1.  Pension  -  private,  national,  state  or  local 
gove^rnment,  railroad 

2.  Social  Security 

3.  Savings,  annuities  and  insurance* 

4.  Part-time  employment 

5.  Veteran  benefits 

6.  Disability  benefits 

7.  State  and  local  government  agencies  involved  with 
financial  assistance . 

(Example:    food  stamps.  Title  XIX  (Welfare) 

8.  Other 

(Example:    family  member) 


Summary  and  Conclusion 


A. 

The  family  setting 

B. 

Family  relationships 

C. 

Housing  for  the  family 

D. 

Forms  of  utilities 

E. 

Finances 

As  a  nurse  assistant  you  will  encounter  a  variety  of 
families.    Each  will  be  unique  in  its  character* 
relationships  and  needs.    The  client  and  his/her 
family  will  often  require  your  knowledge  of  available 
resources  and  where  they  may  turn  to  for  assistance. 
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LBSSON  PLAN:  8 

COURSE  TITLE:     NUBSE  ASSISTANT 


UNIT      II       :     THE  CLIENT'S  ENVIRONMENT 


CLASSROOM  DISCUSSION: 

1.  Discuss  the  different  family  groups. 

2.  What  forms  of  housing  are  available  for  the  elderly  and 
disabled  in  the  community? 

3.  How  may  the  role  oZ  a  family  member  change  when  another 
member  becomes  ill  or  disabled? 

4.  What  help  is  available  if  a  client  has  difficulty  paying 
electric  bills? 


CLASSROOM,  LABORATORY,  OR  OTHER  ACTIVITY: 

1.  Guest  speaker  from  a  utility  company  to  describe  special 
services  the  company  offers  to  the  elderly,  disabled  or 
financially  disabled  person  or  family. 

2.  Role  play  a  family  crisis  (Example:    Head  of  household 
is  hospitalized). 


3.      Guest  speaker  from  human  resources  agencies  and  local 
housing  authorities 
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LESSON  PLAN:  8 

COURSE  TITLE:     NURSE  ASSISTANT 


UNIT       II  THE  CLIENT'S  ENVIRONMENT  

EVALUATION  ITEMS: 

For  each  of  the  following,  write  "T"  if  the  statement  is  true  or 
"F"  if  it  is  false. 


1.  A  :>lended  family  is  sometimes  created  when  a 
remarriage  occurs. 

2.  A  family  where  children,  parents  and  grandparents 
live  under  the  same  roof  is  referred  to  as  a 
nuclear  family. 

3.  The  death  of  a  spouse  can  cause  the  roles  of 
family  members  to  change. 

4.  Most  elderly  people  live  in  a  skilled  nursing 
facility. 

5.  utility  companies  do  not  offer  assistance  to 
their  customers  in  financial  need. 


List  3  sources  of  financial  assistance  available  to  a  client. 


Name  3  housing  alternatives  available  to  the  elderly. 


6. 


7. 


8. 


9. 


10. 


11. 
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LESSON  PLAN: 


8 


COURSE  TITLE:     NURSE  ASSISTANT  

UNIT   II       :     THE  CLIENT'S  ENVIRONMRMT 


ANSWERS  TO  EVALUATION  ITEMS: 
True/False 

1.  T 

2.  F 

3.  T 

4.  F 

5.  F 

6.  Utility  company 

7.  Local  housing  authority 

8.  Veteran  benefits 

9.  Apartment 

10.  Living  with  family  member 

11.  Elderly  housing  development 
A  room  in  family's  home 
S.R.O. 

I.C.F. 


S.N.F. 


any  of  these  may  be  listed 


Group  home 


Coir  jne 


Life  care  apartment 
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TYPES  OF  FAMILIES 




HO  1-5 


LESSON  PLAN: 


COUKSE  TITLE:     NURSE  ASSISTANT 


UNIf       II       :     THE  CLIENT'S  ENVIRONMENT  

SCOPE  OF  UNIT: 

This  unit  covers  'he  client *8  home  environment  including  the 
family*  types  of  families,  changing  roles  of  family  members, 
types  of  housing*  utilities  and  finances*  care  of  the  home 
environment*  pest  control  and  community  resources.    This  unit 
also  covers  the  long-term  care  environment. 

INFORMATION  TOPIC:     1 1-9  OR  DEMONSTRATION 

COMMUNITY  RESOURCES 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Identify  community  resources  agencies  available  for  client 
use. 

2.  Discuss  advantages  of  utilizing  the  services  of  selected 
community  resources. 

3.  Discuss  methods/ways  selected  community  resources  may  help 
improve  the  client's  quality  of  life. 


SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.       H.O.   1       Senior  Nutrition  Programs 


TEACHER  RESOURCES 


INTRODUCTION: 

There  are  a  wealth  of  resources  available  in  the  client's 
community.    They  may  help  improve  the  quality  of  life  for  the 
client  and  his/her  family.    Each  community  is  unique  with  its 
available  resources.    The  Blue  Pages  of  the  telephone  directory 
provide  a  valuable  listing  of  available  help. 
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LESSON  plan: 


COURSE  TITLE:     NURSE  ASSISTANT  

UNIT      II  THE  CLIENT*  S  EN^yiRONMENT 


OUTLINE:      (Key  Points) 
1        CO  -MUNiTY  RESOURCES: 

A.  Social  Services  Agencies 

1.    sources,  functions  and  use  of 

a.  Alcoholics  Anonymous 

b.  Al-Anon.  Alateen 

c.  American  Cancer  Society 
A.    Mental  Health  Department 

e.  Planned  Parenthood 

f .  VNA 
q.  Other 

B.  Housing  Assistance     (CD  -  1«  3) 
1.     Sources,  functions  and  use  of 

a.  Weatherization 

b.  Fuel  assistance 

c.  Utilities 

d.  Other 
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C.    Financial     (CD  -  1,  2,  4) 

1.    SourceE.  functions  and  use  of 

a.  Food  stamps  -  fot  client,  whose  income  is  low 

to  buy  food 

b.  Welfare  -  for  client  vha  cannot  work 

c.  Medicare  -  for  client  ov.sr  65  years,  pays 

some  hospital  and  doctor  bills 

d.  Medicaid  -  for  client  under  65  years,  who 

cannot  pay  hospital  and  doctor  bills 

e.  Banking  -  loans  for  home  maintenance 

f .  Department  of  Income  Maintenance  -  helps  with 

c  and  d 

g.  Blue  pages  of  telephone  book  -  lists  town. 

state  and  national  assistance  programs 

h.  Title  19  -  Welfare  for  those  in  ICF  and  SNF 

with  no  income 

i.  FISH  -  Emergency  meals 

j.     Meals-On-Wheels  -  1  hot  and  1  cold  meal  a  day 

k.     other  -  Soup  kitchens 
Summary  and  Conclusion 
1      Community  resources 

2.  Housing  assistance 

3.  Finances 

t 

You  should  know  that  there  are  ways  of  assisting  your 
clients  through  various  community  resources  and  housing 

vn,lJ^i??o^^i*'^"'"^  y**"^  supervisor  if  you  think 

your  client  has  need  of  any  of  these  programs. 
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L2SS0N  PLANi  9 

OOUR&B  TITLE:    WURSE  ASSISTAWT 


imiT      II       :     THE  CLIENT'S  ENVIRONMENT 


CLASSROOM  DISCUSSIONS: 

1«    Nhat  resources  are  available  for  financial  help  in  your 
.community? 

2.  Where  would  you  look  for  help  or  information  pertaining  to 
food  stamps? 

3.  What  forms  of  veatherization  help  Is  available  from  your 
local  utility  company? 

4.  Explain  how  the  Meals-On-Wheels  program  may  help  an  elderly 
client. 


CLASSROOM.  LABORATORY*         OTHER  ACTIVITY: 

1.  Invite  guest  speakers  from  various  state  or  community 
agencies  to  speak  to  your  class  pertaining  to  the  special 
services  they  offer. 

2.  Classroom  discussions. 

3.  Practice  calling  one  of  the  State  of  Connecticut  toll-free 
telephone  numbers  and  request  specific  information  from  a 
particular  agency. 
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LESSON  PLAN: 


COURSE  TITLE:     NURSE  ASSISTANT 


WilT      II       :     THE  CLIENT'S  ENVIRONMENT 


EVALUATION  ITEMS: 

1.    List  three  resources  available  whroiigh  social  services 
agencies • 

a. 

b. 

c. 

Match  the  group  1  social  service  agency  to  its  function. 

  2.    Meals-On-Wheels  a.    Federal  program  helping 

with  medical  costs  to 
the  elderly. 

  3.    Food  stamps  b.    Utility  company  may  help 

insulate  the  client's 
home. 

  4.    Medicare  c.    The  Dept.  of  Income 

Maintenance  will  help  a 
client  to  arrange  this 
monthly  financial  aid. 

  5.    Weatherization  d.    This  program  allows  the 

client  to  stretch  hi^/ 
her  food  dollar. 

  6.    Welfare  e.    A  guide  listing  State 

and  Municipal  agencies 
a  client  may  turn  to  for 
information  or  help. 

  7.    The  '^ine  Pages  f .    Provides  one  hot  meai 

and  1  cold  daily. 
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LESSON  PLAN:   9.  

COURSE  TITLE:     NURSE  ASSISTANT  

UNIT       II       :     THE  CLIENT'S  ENVIRONMENT  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  a.    Alcoholics  Anonymous 

b.  American  Cancer  Society 

c.  Visiting  Nurse  Association  (just  3  of  the  many  answers, 

see  text  in  Key  Points) 

2.  £ 

3 .  d 

4.  a 

5.  b 

6.  C 

7.  e 
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SENIOR  NUTRITION  PROGRAMS 


HO  1 


October  1987 

Senior  Nutrition  Programs 


iPropvB  DtMllpdMI 


Nutrkioa  progirams  for  the  elderly  are  designed  to  prr«vide  older  Americans  with  low  cost  nutritious 
meals,  nutrition  education^  and  an  opportunity  for  social  interaction.  The  Older  Americans  Act  of  1965 
authorized  two  progranis«*the  Congregite  Meals  Program  and  the  Home-Delivered  Meals  Program. 

These  programs  are  administered  federally  by  the  AdministratioQ  on  Aging  of  the  Department  of  Health 
and  Hunsan  Services.  Federal  fumli  are  distributed  to  Area  Agencies  on  Aging  in  the  state,  which 
contract  with  local  organizations  to  provide  the  congregate  and  home-delivered  meals  to  partidpsting 
seniors.  Currently  all  SO  states,  the  District  of  Columbia,  and  all  U.S.  territories  provide  nutrition  services 
for  the  elderly  through  these  two  programs. 

Cbttgresaiottal  Committees  with  jurisdiction  over  the  Senior  Nutrition  Programs  are  the  Senate  Labor 
and  Human  Resources  Conunittee  and  its  Subcommittee  on  Aging,  and  the  House  Edtication  and  Labor 
Committee  and  its  Subcommittee  oa  Human  Resources. 

EUglbUIIjr 

Anyone  60  years  or  older  may  participate.  Their  spouse,  regardless  of  age,  is  also  eligible. 

Services  are  supposed  to  be  targeted  to  two  groups,  those  in  "greatest  economic"  and  those  m  ""greatest 
sodal  need.**  Federal  rules  define  '"greatest  economic  need"  as  including  households  with  incomes  below 
the  poverty  line.  ""Greatest  social  need"*  relates  to  any  factor  that  restricts  a  person's  "^ability  to  perform 
normal  daily  tasks  or  threaten  one's  capacity  to  live  independently,''  including  physical  and  mental  dis* 
abilities*  language  barriers,  and  cultural  or  social  isolation. 

While  services  are  concentrated  on  those  living  below  the  poverty  level,  no  one  maybe  denied  service  on 
the  basis  of  income  alone.  For  this  reason,  means  testing  is  ille^. 

Bcncflla 

Congregate  meals  are  asually  served  once  a  day,  Monday  through  Friday,  at  a  local  site.  In  addition  to 
meals,  the  following  services  are  often  provided:  transportation,  information  and  referral  for  health  and 
welfare  counseling,  nutrition  education,  shopn'jkg  assistance,  and  recreation. 

The  Ho^^e-DeUvered  Meals  Piogram  delivers  nutritious  meals  to  the  homes  of  disabled  elderly  persons 
and  others  un^^ble  to  leave  their  homes. 

Pnrtlclpntlon  Levels 

In  fiscal  year  1986  (October  1, 198S  to  September  30, 1986),  average  daily  participation  in  the  Senior 
Nutrition  Programs  was  2.9  millioa  in  the  Congregate  Meals  Program  and  670.000  in  the  Home-Deliv- 
ered Meab  Program.  Hie  need  for  these  services  is  increasing  with  the  advent  of  Diagnosis-Related 
Groups  (DRO*s),  implemented  in  Medicare  as  a  cost-containment  measure.  (Diagnosis-Related  Groups 
is  a  system  of  payment  m  Medicare  which  more  rigidly  sets  the  reimbursements  allowed  for  various  kinds 
of  hospit/Jizadons.)  Because  of  DRG*s,  older  people  are  more  likely  to  be  sent  home  from  the  hospital 
earlier  aod  require  assistance  in  obtaining  the  uutritious  meals  they  vitally  need  to  get  well  and  stay  well 

Funding 

"^e  Senior  Nutrition  Programs  are  funded  under  Title  QI-C  of  the  Older  Americans  Act.  In  past  years 
the  federal  funding  for  these  services  has  decreased.  The  real  value  of  outlays  for  Title  lU-C  nutrition 
programs  has  declined  23  percent  from  1981  to  1986  (m  1981  constant  dollars).  During  this  same  period, 
states,  localities  and  the  private  sector  have  supplied  additional  funds  to  these  programs  and  imple- 
mented cost-saving  techniques  to  increase  the  number  of  meals  served. 

Funding  for  tLese  programs  is  limited  and  services  are  provided  on  a  first-come  first-served  basis.  Thus, 
nutrition  progrms  for  the  elderly  are  often  forcec:  to  turn  away  people  in  need  or  to  place  them  on 
waiting  Usts. 
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la  fiscal  year  1987,  $137J  millioo  was  appropriated  for  the  Congregate  Meals  and  Home-Delivered 
Meals  Programs. 

Banricrt  to  PlvtldpaUoa 

A  number  of  barriers  to  partidpalion  accentuate  the  nutritional  risk  that  elderly  people  face.  Even 
though  transportatioq  is  supposed  to  be  provided,  access  to  congregate  dining  sites  continues  to  be  a 
barrier  to  participation.  Many  areas  with  large  numbers  of  older  people  "in  greatest  economic  and  soaal 
need**  are  nol  being  served  by  the  Congregate  Meab  Program. 

Since  means  testing  is  not  allowed,  some  congregate  meal  sites  are  set  up  in  more  affluent  areas,  and  it 
is  often  easier  to  find  appropriate  facilities  in  these  areas.  Thus,  it  is  even  more  difficult  for  low-income 
older  Americans  and  minority  elden  to  reach  a  site. 

There  are  noC  enough  sites  to  serve  all  eligible  people  and  federal  fundir:  has  not  significantly  increased 
rinct  1981,  making  it  that  much  more  difficult  to  start  up  new  sites. 

Despite  participation  in  the  food  programs,  elderly  partidpanU  continue  to  be  at  nutritional  risk.  As  wis 
reported  in  FRACs  National  Suivey  cf  NmnHonal  Risk  Among  the  Elderfy,  more  than  half  of  the  elderly 
surveyed  experience  some  problem  bt^ing  necessary  food  because  they  lack  adequate  money.  In  a  survey 
of  Texas  redpienU  in  1984,  34  percent  said  they  would  go  hungry  if  it  weren't  for  Congregate  and 
Home-Delivered  Meals.  Fifty-ei^  percent  reported  that  this  was  the  only  complete  meal  they  ate  during 
the  day.  Despite  these  findings,  federal  funding  levels  limit  meal  availability  to  five  days  per  week. 

There  are  not  ft«M>"gh  fvmds  to  meet  tb«  needs  of  all  those  eligible  for  Home-Delivered  Meals. 

Despite  a  prohibition  against  means-testing,  many  elderly  people  think  that  they  cannot  partidpate  in  the 
programs  unless  they  make  a  donation. 

Partidpation  among  minority  groups  has  dropped  and  there  is  insuffident  outreach  to  th.ese  groups  to 
inaease  their  involvemenL 

Op**ana  to  Expand  Fartldpaion 

Federal  funding  should  be  inaeased  to  develop  more  sites,  to  inaease  meal  service,  to  conduct  more 
outreach  to  eligible  partidpants,  and  to  inform  community  members  how  to  start  a  site. 
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LESSON  PLAN:  10 

COURSE  TITLE:     NURSE  ASSISTANT 


UNIT      II       :     THE  CLIENT'S  ENVIRONMENT 


SCOPE  OF  UNIT: 

This  unit  covers  the  client's  home  environment  including  the 
faaily^  types  of  families,  changing  roles  of  family  members, 
types  of  housing,  utilities  and  finances,  care  of  the  home 
environment,  pest  control  and  community  resources.    This  unit 
also  covers  the  long-term  care  enviroiment. 

INFORMATION  TOPIC:     11-10  OR  DEMONSTRATION  II-lO 

Depending  on  equip- 
ment available  in 
classroom 


CARE  OF  THE  HOUSEHOLD 
(Lesson  title) 

LESSON  OBJECTIVES  -  THE  STUDENT  HILL  BE  ABLE  TO: 

1.  C  scribe  the  importance  of  a  clean  and  well  maintained 
home  environment  for  good  health  and  safety  and  its 
relationship  to  the  care  plan. 

2.  Explain  the  procedures  for  doing  laundry  by  machine  and 
by  hand. 

3.  Describe  how  to  prevent  and  eliminate  the  invasion  of 
household  pests . 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.    Kitchen,  bedroom  and  bathroom  facilities  (Home  Economics 
Department) 


2.  Laundry  equipment 

3.  H.O.  1.  Care  labels  are  important 

H.O.  2.  A  short  course  in  home  laundering 

H.O.  3.  Water  temperature 

H.O.  4.  Preparing  laundry 

H.O.  5.  Ways  of  pretreating 

H.O.  6 .  Detergents 

H.O.  7.  Bleaches 

H.O.  8.  Drying  methods 

H.O.  9.  Basic  types  of  washers 


3  lai 
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Laundry  illustrations 


"5  15o 


TEACHER  RESOURCES: 


INTRODUCTION: 

When  the  client  is  at  home,  it  is  the  nurse  assistant's 
responsibility  to  keep  the  home  neat  and  clean.    The  following 
lessons  and  demonstrations  will  prepare  you  for  your  role  as 
housekeeper  if  there  is  no  one  in  the  home  to  do  these  chores. 
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LESSON  PLAN:  10 

COURSE  TITLE:     NURSE  ASSISTANT 


UNIT       II       :     THE  CLIENT'S  ENVIRONMENT  

SCOPE  OF  T: 
OUTLINE:       .Key  Points) 

I.         Light  Household  Cleaning  Tasks  ^CD-1) 
A.     The  Kitchen 

1.  Floors  -  sweep  and  keep  free  of  spills,  grease, 
grime. 

2.  l«.deia 

a.  garbage  disposal 

1)  always  use  with  running  cold  water 

2)  keep  fingers  away  from  inside  of  unit 

3)  paper  &  bones  stay  OUT  of  unit 

4)  freshen  with  baking  soda 

5)  grind  deposited  food  immediately 

b.  waste  baskets 

1)  empty  once  a  day 

2)  place  sealed  waste  garbage  bag  in  proper 
disposal  unit 

3)  wipe  baskets  before  adding  plastic  bag 

4)  line  with  plastic  bag 

5)  spray  with  disinfectant  spray 

i.  Counters 

a.  clean  daily  with  detergent  and  water 

b.  wipe  spills  and  crumbs:  dust  daily 

c.  wipe/clean  small  countertop  appliances  with 
a  special  purpose  cleaner  after  each  use 

d.  use  1  or  2  electric  appliances  per  outlet 

4.     Sink  (CD-5) 

a.     cleaning  soiled  items  by  hand  washing 

1)  rinse  food  remnants  prior  to  washing 

2)  wash  in  hot,  soa?y  water  in  separate 
dish/wash  pan 

3)  begin  with  least  dirty  (glasses)  and 
end  with  most  soiled  (pans) 

4)  wash  soldered  handled  knives  last,  do 
not  leave  in  hot  water 

5)  rinse  all  items  in  hot  water 

6)  drain  in  dish  drainer,  air  dry 

7)  return  to  proper  places 
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b,  cleaning  soiled  items  Ly  automatic  dish 
washer 

1)  rinse  all  items  prior  to  placing  in 
dishwasher 

2)  place  glasses  and  cups  upside  down  on 
top  rack 

3)  place  dishes  and  heavier  items  on 
bottom  rack 

4)  place  flatware  and  some  utensils  in 
basket  intended  to  hold  them 

5)  fill  soap  dispenser  with  recommended 
amount  of  liquid  or  powdered  dishwasher 
detergent 

6)  run  dishwasher  when  filled  to  capacity 

7)  empty  dishwasher  when  cycle  is  completed 

8)  return  items  to  proper  places 

9)  wipe  exterior  with  special-purpose 
cleaner  daily 

c.  cleaning  the  sink 

1)  scrub  with  cleanser  daily*  rinse  residue-, 

2)  scrub  faucets  and  spigot  daily  with 
cleanser*  rinse  well*  dry 

3)  scrub  sink  drain  catch  daily  with 
cleanser 

4)  remove  any  food  remnants  from  drain  catch 
Cabinets 

a.  doors  keep  closed  when  not  in  use 

b.  interior  place  items  in  neat*  logical  order 

1)    store  items  used  daily/frequently  within 

reach.     Store  heavy  items  on  lower 
shelves 

c.  wipe  exteriors  weekly  using  a  special  purpose 
cleaner 

Refrigerator  (CD-4) 

a.  wipe  exterior  daily  with  special  purpose 
cleaner 

b.  dust  top  weekly 

c.  clean  interior  weekly  with  a  solution  of 
baking  soda  and  warm  water.  Shelves  and 
drawers  may  be  washed  with  hot  sudsy  water. 

d.  foods  should  be  covered 

e.  check  contents  daily  for  old  or  spoiled 
food:  discard  leftovers  if  not  used  in  3 
days 

f.  each  month*  remove  shelves  and  drawers. 
Wash  in  hot  water  and  detergent.  Rinse. 
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6.  Stove 

a.  Wipe  daily  with  a  special  purpose  cleaner- 

b.  Clean  stove  front  and  sides  weekly  using  a 
specid  purpose  cleaner. 

c.  Clean  burner  pans  weekly.    Wipe  using  a  damp 
sponge  or  with  a  special  purpose  cleaner. 

d.  Wipe  spills  immediately. 

7.  Miscellaneous  Appliances 
a*  Microwave 

1)  Wipe  exterior  daily  with  a  special 
purpose  cleaner . 

2)  Clean  interior  with  a  mild  solution  of 
soap  and  water  following  each  use. 

3)  Keep  edges  of  door  and  opening  free  of 
any  soil. 

b.  Toaster  Oven/Broiler  Oven 

1)  Scrub  interior  trays  using  hot  soapy 
water  and/or  steel  wool  pad  after  each 
use 

2)  Wipe  exterior  weekly  using  a  special 
purpose  cleaner 

3)  Unplug  when  not  in  use 

c.  Toaster 

1)  Empty  crumb  tray  after  each  use 

2)  Wipe  exterior  with  special  purpose 
cleaner  after  each  use. 

3)  Unplug  when  not  in  use 

B«    The  Bathroom 

1.  Toilet 

a.  Monthly,  clean  interior:  of  tank  with  a 
liquid  or  solid  special  purpose  cleaner. 

b.  Weekly,  clean  exterior  of  tank  and  bowl 
using  a  special  purpose  cleaner. 

c.  Weekly  or  more  frequently,  using  a  bowl 
brush  and  a  special  purpose  cleaner,  scrub 
the  interior  of  the  bowl,  rim  and  under  rim. 
Flush. 

1)    Some  cleaners  cannot  be  combined 

together.  Read  and  follow  manufacturer 5 • 
instructions. 

2.  Bathtub  and  shower 

a.  After  each  use.  use  sponge  or  cloth  to 
remove  soap  residue.    Towel  dry. 

b.  Weekly,  scrub  tub  or  shower  stall/walls 
with  a  special  purpose  cleaner.  Rinse 
well,  towel  dry. 

c.  After  each  use.  air  dry  shower  curtain. 

d.  After  each  use.  towel  dry  shower  doors. 
Weekly,  clean  with  special-purpose  cleaner. 
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3.  Sink 

See  instructions  for  "cleaning  the  sink  in  the 
kitchen". 

4.  Linens 

a.  Provide  fresh  towels  daily 

1)    Place  within  easy  reach  of  client 

b.  Place  soiled  linens  in  appropriate  area 

5.  Floor 

a.  Sweep  daily 

b.  Shake  scatter  rugs  outside  to  remove  Just 

c.  Keep  free  of  water 

6.  Waste  Baskets 

a.  Empty  once  a  day 

b.  Line  with  plastic  bag 

c.  spray  with  disinfectant 

C.  Bedroom 

1.  Bed 

a.  make  daily  (see  unit  -  Personal  care) 

b.  fluff  pillows  daily 

c.  fresh  sheets,  pillow  cases  weekly  or  more 
often  as  needed 

d.  change  mattress  pad  monthly 

e.  reverse  mattress  monthly 

2.  Furniture 

a.  tidy  tops  daily 

b.  cloae  drawers 

c.  shake  doilies  free  of  dust  weekly 

d.  dust  with  cloth  and  dusting  spray  twice  a 

week 

3.  Floors 

a.     sweep  or  vacuum  twice  a  week 

Laundry 

A.  Laundry  aids  and  supplies 

1.  Detergents  and  soaps  (either  liquid  or  powder) 

2.  Bleach 

a.    chlorine  or  all-fabric  (oxygenated) 

3.  Pre-treating 

a.    enzyme  presoaks  and  stain  removers 

4.  Fabric  softeners 

a.     in  detergent  or  a  separate  liquid 

5.  Dryer  sheets  to  control  static  cling 

B.  Laundering 

1.    Washing  machine  -  in  home  or  laundromat 

a.  types  such  as  top  or  front  loading,  portable, 
combination  washer/dryer,  wringer. 

b.  follow  directions  on  machine  for  water 
temperature,  length  and  type  of  cycle  and 
detergent.  i  m 


2. 


Hand  washing  as  requested  by  client  or  recommended 
on  clothing  label. 


3.  Drying  with  dryer 

a.  types  (combination  washer-dryer,  front  loading) 

b.  follow  directions  on  machine 

c.  remove  lint  after  each  use 

4.  Line  Drying  -  indoor /outdoor 

5.  Flat  drying  -  on  rack  or  towel 

C.    Laundering  tasks  (CD-2) 

1.  sort  (by  color,  fiber  content,  amount  of  soil). 

2.  pretreat 

3.  choose  proper  water  temperature 

4.  choose  washing  products 

5.  choose  washing  cycle 

6.  rinse 

7.  dry 

8.  fold 

9.  iron/press 

10.  return  to  storage  area 

I.    Pest  Control 

A.  Prevention 

1.  keep  foods  covered 

2.  store  foods  in  appropriate  area  (ie.  refrigerator, 
cabinets) 

3.  discard  old  or  spoiled  foods  on  a  regular  basis 

4.  keep  work  surfaces  and  floors  clean  and  grease- 
free 

B.  Recognize  signs  of  pebts  (CD-3) 

1.  roaches  -  (walking  anywhere) 

2.  rats,  mice  -  (droppings) 

3.  ants  -  (on  floor  or  walls) 

4.  mosquitoes  -  (flying) 

5.  ticks  -  (seen  on  skin) 

6.  fleas  -  (itching  skin) 

C.  Solving  the  problem 

1.  keep  home  clean 

2.  special-purpose  insect  spray 

3.  professional  pest  control 

Summary  and  Conclusion: 

1.  light  household  cleaning  taskn 

2.  laundering  tasks 

3.  pest  control 


You  should  be  able*  effectively,  to  clean  various 
rooms  in  your  client's  home.    You  may  also  be 
required  to  do  laundering  tasks    uch  as  sorting  linen, 
pretreating.  washing,  drying,  folding  and  putting  it 
away.    Keep  a  watchful  eye  open  for  unwanted  pests. 
The  client  and  his/her  family  will  count  on  your 
skills  to  help  m?w^e  the  home  more  comfortable  and 
clean. 


142 


ERIC 


LESSON  plan:   10 


C0UH8B  TITLE:     NURSE  ASSISTANT  

UNIT       II       :     THE  CLIENT'S  ENVIRONMENT  

CLASSROOM  DISCUSSION: 

1.  What  ace  some  examples  of  household  cleaners? 

2.  Describe  how  to  sort  laundry. 

3.  Describe  products  available  for  home  pest  control. 

4.  How  should  food  be  stored  in  the  refrigerator? 

5.  How  do  you  wash  dishes  by  hand? 


CLASSROOM.   LABORATORY.  OR  OTHER  ACTIVITY: 

1.  Demonstration  of  cleaning,  washing  clothes. 

2.  Discuss  pesticides. 

3.  Discuss  proper  storage  of  foods  and  non-food  items  such 
as  cleansing  items. 


ERIC 
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LESSON  PLAN:  10 

COURSE  TITLE:     NURSE  ASSISTANT  

UNIT       II  THE  CLIENT'S  ENVIRONMENT  

EVALUATION  ITEMS: 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 


  1.     The  trash  should  be  emptied  once  a  day. 

  2.    Glasses  are  washed  last. 

  3.     Ideally,  dishes  should  be  air-dried. 

  4*    Wash  dishes  in  hot  water;  rinse  in  cold  water. 

  5.    The  interior  of  the  refrigerator  is  cleaned 

using  a  solution  of  baking  soda  and  water. 

  6.    The  stove  should  be  kept  grease  free. 

  ?•    Steel  wool  is  the  best  choice  for  cieaning  a 

stove  top* 

Below  is  a  list  of  household  tasks.    Some  should  be  performed 
daily,  some  weekly  and  some  only  occasionally.    Place  a  "D" 
for  tasks  performed  daily,  a  "W"  for  weekly  and  an  "O"  for 
those  done  occalioaally . 


8. 

Kitchen  sink 

9. 

Scrub  bathtub/shower  stall 

10. 

Wipe  bathtub/shower  stall 

11. 

Toilet  bowl 

12. 

Stove  top 

13. 

Exterior  of  refrigerator 

14. 

Interior  of  refrigerator 

15. 

Bathroom  sink 

16. 

Hake  bed 

17. 

Dust 

List  3  products  you  may  use  to  wash  clothes. 


18. 
19. 
20. 
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Pl.ce  the  fouowin,  laundeiin,  ta,k.  l„  the  order  ,ou  wculd  do 
Order 


Tasks 

21 

a . 

drv 

22 , 

b. 

cnoose  vasning  products 

23. 

c. 

fold 

24. 

d. 

sort 

25. 

e. 

determine  washing  cycle 

26. 

f . 

return  to  storage 

27. 

g. 

iron 

28. 

h. 

pretreat 

Name  3  common  household  pests. 

29.  

30.  

31. 
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LESSON  PLAN:   IQ  

COURSE  TITLE:     NURSE  ASSISTANT  

UNIT       II        :     THE  CLIENT'S  ENVIRONMENT 


ANSWERS  TO  EVALUATION  ITEMi; 


1. 
2. 
3. 
4. 
S. 
6. 
7. 
8. 
9. 
10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 

21. 

22. 

23. 

24. 

25. 

26. 

27. 

28. 

29. 

30. 

31. 


T 

F 

T 

F 

T 

T 

F 

D 

N 

D 

W 

D 

D 

W 

D 

D 

W 

laundry  detergent 
bleach 

pretreatment  or  fabric 

d 

b 

h 

e 

a 

c 

g 

£ 


softener 


any  -  roaches,  rats.  mice.  ants, 
mosquitoes,  ticks,  fleas 
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CARE   LABELS  ARE  IMPORTANT 


110  1 


Care  labels  are  important 

LDok  to  your  new  care  labels  for  answers  to 
your  clean!ng"questions. 

Chtnc§s  ffff  thit  you  know  tbout  labols  §nd  uso  thorn  to  help  you  safefy  cloan  yourclothos  n*^  Caro  Labefmg  Rul§, 
which  roQuiros  that  caro  labols  bo  placod  m  toxtrio  clothmg,  was  rocontfy  rowsod  by  tho  fodoral  Trof*o  Commission 
Tho  now  caro  labols  bogan  appoonng  in 


1 


WASHORORYCLEAN? 
_  ■  The  new  care  tabeis  vvill  tell  you  if 
your  garment  should  be  washed  or  dry- 
cleaned.  Some  labels  may  provide  inbr- 
mation  about  boM)  methods  of  care. 


WASH  OR 
DRVOEAN 


ERLC 


MACHINE 
OR  HAND  WASH 


2 MACHINE  OR  HAND  WASH? 
■  If  a  gamnen  requires  washing,  the 
new  label  will  tell  you  if  it  should  be 
washed  by  machine  or  hand.  If  special 
water  temperatures  are  required,  they 
win  te  shown  on  the  label  (e.g^  "machine 
wash.warni"). 


OR 


3 BLEACHING? 
a  Many  of  todays  fabrics,  including  colored 
fabrics,  need  bleach  as  well  as  detergent  to  help 
get  them  clean  and  free  from  stains  and  soils. 

When  a  new  care  label  doesn't  mention  bleach- 
ing, jr  says  "bleach  when  needed)'  you  can 
safely  use  any  bleach,  chlorine  or  non-chlorine. 
For  example: 


MACHINE  WASH 

^V\CHINlEVUI\SH 

BLEACH 

IWBLRDRY 

WHEN  NEEDED 

^    TUMBLE  DRY 

The  new  care  label  will  tell  ynu  when  to  use 
non-chlorine  bleach  if  chlorine  bleach  is  not 
appropriate.  For  example: 


MACHINE  Wi\SH 
ONiy  NON-CHLORINE  BLEACH 
WHEN  NEEDED 
TUMBLE  DRY 


Whenever  bleaching,  be  sure  to  follow  the  new 
care  label  and  package  instructions  carefully. 
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TUMBLE  DRY 
•  OR  SPECIAL  DRYING? 


The  new  care  instructions  will  tell  you 
the  proper  way  to  dry  your  garment  If 
special  drying  procedures  or  tempera- 
tures are  required,  they  will  be  include 
on  the  label  {e.g..  "tumble  dry.  low"  or 
"dry  flat"). 


TUMBLE 
DRY 

OR  SPECIAL 
DRYING 


5 IRONING? 
b  !r  a  new  care  label  does  not  mer 
tion  ironing,  no  ironing  is  necessary.  If 
ironing  is  required,  the  label  will  prow 
an  ironing  instruction.  If  the  gannenf  r 
quires  special  handling,  specific  instn 
tions  will  be  included  (e.g..  "cool  iron" 
"use  press  cioth"). 


HOT  OR  COOL 
IRON 


Printed  and  distributed  bv  The  Clorox 
Company  in  cooperation  with  the 
Federal  Trade  Commission. 


A  SHORT  COURSE 

IN  HOME  LAUNDERING 


TO  WASH 

SORTING  THE  LOADS 

Sorting  clothes  for  woshtng  Is  more  imporlont  thon  It  ever 
was  because  of  the  mony  varieties  of  articles  in  todoy's 
wash  loads.  Sort  by  fabric  and  construction,  grouping  to- 
gether those  articles,  which  con  be  washed  ot  the  some 
woter  temperature,  ogitotion  and  spin  speed.  Further  sort 
for  degree  of  soil,  color,  (keeping  whites  seporote)  ond  lint 
shedding  proper;.' 

DURABLE  PRESS,  WASH  .nnd  WEAR  and  SYNTHETIC  FABRICS 

Articles  mode  of  the  above  fobrics  have  chorocteristics 
in  common  ond  will  require  the  some  woshing  methods,  as 
determined  by  color,  soil,  construction,  and  delicocy  of 
fabnc. 

Durable  Press  will  require  little  or  no  ironing  if  lobet  pre- 
couttons  are  taken.  Most  new  woshers  hove  duroble  press 
wash  cycles  which  cool  the  clothes  after  the  wash  and  be- 
lor#  the  wosh  spin,  to  prevent  spin  wrinkles.  Warm  or 
cold  wash  woter  will  couse  fewer  spin  wrinkles  but  hot 
woter  is  sometimes  needed  for  adequate  soil  removot. 
Always  use  o  cold  rinse  and  slow  spin  when  possible. 
Other  rules  for  duroble  press  oret  wosh  and  dry  in  srr  ill 
loadf ,  wosh  frequently,  pretreot  greosy  stains,  use  odequate 
detergent  ond  wash  whites  seporoiely. 

DRYER  DRY  DURABLE  PRESS  FOR  BEST  RESULTS.  Remove 
clothes  OS  soon  as  tumbling  stops. 

KNITS 

Knit  fobrics  moy  be  mode  from  almost  any  fiber  or  com- 
bination of  fibers.  Those  made  ^rom  or  containing  a  high 
porfitntoge  of  man*made  fibers  ore  the  most  shrink  resis- 
tant. Knits  of  cotton,  rayon,  ocetote  or  wool  con  be 
stretched  or  pulled  out  of  shope  during  monufocture  and 
may  shrink  from  being  wet  (wosh  water  or  roin)  unless 
they  hove  been  treoted  with  a  shrink  resistont  finish,  look 
far  labels  which  indicote  fiber  content  or  shrink  reststonce. 

FOLLOW  THE  MANUFAaURER'S  CARE  INSTRUCTIONS 

In  generol,  obse^-ve  the  following  rules  for  knits. 
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TO  WASH  KNITS 

Sort  for  color,  fobric  weight,  construction  ond  soil.  Knits 
snog  eosily  so  turn  gormsnts  inside  out.  Avoid  woshing 
with  hooks  or  shorp  objects.  Do  not  wosh  with  heovy 
fobrics  becouse  kn*ts  could  be  putted  out  of  shope. 

Avoid  extreme  conditions  such  os  hot  woter  ond  long 
washing.  Use  the  Duroble  Press  wosher  cycle  for  knits  of 
man-mode  fibers.  This  provides  the  proper  cooling  ofter 
washing  ond  before  spinning  to  minimize  wrinkling. 

TO  DRY  KNITS 

Use  the  heot  setting  suggested  by  the  gorment  or  dryer 
monufocturer.  Dry  with  similor  weight  fobrics.  Avoid 
overdrying  to  minimize  shrinkoge.  Retnove  from  dryer 
when  just  <L(y  or  slightly  domp. 

GET  RID  OF  TROUBLEMAKERS 

A  little  time  In  preparing  the  clothes  will  be  well  spent. 
Shake  dirt  ond  sand  out  of  trouser  cuffs  and  pockets,  re* 
move  all  Items  from  pockets  ond  remove  perlshoble  trim. 
Check  for  color '^stness,  buckles  and  pins  thot  rust. 

Mend  tears.  Little  holes  have  -ways  of  becoming  bigger. 
Also,  close  zippers,  tie  belts  and  sashes  and  close  hooks  so 
they  will  not  cotch  on  other  gorments. 

Look  for  stoins  and  badly  soiled  ploces.  Stotns  ore  more 
easily  removed  when  fresh.  Pretreot  collors,  cuffs  ond 
heovily  soiled  places  by  applying  liquid  detergent  to  the 
Oreo  before  washing.  For  grease  stoins  on  durable  press, 
opply  liquid  detergent  or  detergent  moistened  in  woter  ond 
let  this  remoin  on  the  stoin  for  ot  leost  on  hour  before 
washing. 

LOAD  THE  WASHER  PROPERLY 

Judge  the  size  of  the  wosher  food  by  bufk  rother  thon  b^ 
pounds  OS  fobrics  vory  in  weight.  Load  the  wosher  looseh. 
with  dry  clothes  to  the  top  of  the  ogitotor  vones  for  o  ful 
lood.  The  clothing  should  move  freely  in  the  woter.  WosI 
duroble  press  in  smoller  foods  to  minimize  wrinkMng. 

WAT£R  IS  IMPORTANT 

If  woter  is  "hord",  hove  it  mechonicolly  softened  i 
possible.  Wosh  water  for  generol  loundry  should  be  140 
-  MS''  in  the  wosher.    Do  not  use  soop  in  hord  woter. 

USE  THE  CORRECT  WASHING  RECIPE 

The  use  of  too  little  detergent  is  the  most  common  cous 
of  unsotisfoctory  woshing  results.    Woshers  vory  in  size  sc 
follow  the  wosher  monufocturer's  directions  becouse  eocK 
brond  will  Te<\\j\T^  its  own  recipe.    For  most  loundry,  use 
on  oil-purpose  detergent  o  ^d  note  the  pockoge  direction* 
OS  different  bronds  moy  require  different  omounts.  Extrc 
detergent  is  needed  for  hord  water,  heovy  soil,  coole 
wosh  woter  ond  gentle  ogitotion.    Cold  woter  detergen* 
moy  be  used  in  hot  woter.    Hot  woter  will  remove  the  mo 
soil. 

NONPHOSPHATE  DETERGENTS 

The  results  from  using  some  nonphosphote  detergen 
moy  not  be  up  to  industry  standords.  Be  owore  thot  sc 
removol  moy  not  be  os  good  os  usuol.  Clothes  moy  b 
come  stiff  which  con  couse  thread  breokoge.  A  cootir 
moy  be  formed  on  fobrics  which  wilt  couse  colors  to  lo( 
foded.  This  moy  sometimes  be  removed  by  woshing  tl 
clothes  with  o  phosphate  detergent. 

Observe  the  cautions  on  these  pockoge  labels  if  odvisc 
to  keep  out  of  the  reach  of  children,  os  permanent  inji> 
moy  be  coused  if  these  alkaline  detergents  ore  Occident 
swollowed  or  if  they  come  in  contoct  with  the  eyes. 
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YOU  MAY  WANT  TO  SOAK  SOME  LOADS 

Some  soils  such  os  those  from  protein  foods,  blood, 
diaper  soil,  perspiration,  etc.  will  be  set  by  hot  water.  Sook 
ar  pre-wash  them  first  using  the  soak  or  rinse  portion  of 
the  cycle,  and  an  enzyme  pre-soak  product  or  detergent. 
For  a  longer  soak,  stop  the  washer  for  30  minutes  or  longer. 
After  .the  soak  time,  start  the  washer  and  spin  the  wo»er 
out  of  the  clothes.  Tollow  the  soak  or  p--  wash  with  o  hot 
wash  and  mare  detergent. 

BLEACH  IF  YOU  WISH 

Bleach  serves  a  useful  purpose  in  whitening  and  bright, 
•ning  clothes.  Yau  may  want  to  bleach  every  several 
washes  ar  as  needed.  Chlorine  bleach  is  the  most  effective 
stain  remover  and  will  be  necessary  for  the  removal  of  some 
stains.  Chlorine  bleach  is  most  effective  in  the  hot  wash 
water  with  detergent.  |n  washers  with  automatic  bleach 
dispensers,  the  bleach  will  be  added  midway  in  the  wash 
cycle,  far  best  results.  If  bleach  is  added  manuolly,  add 
it  after  washing  has  started  or  at  the  beginning  of  the 
wash,  whichever  is  the  most  convenient.  The  usual  amount 
of  liquid  chlorine  bleach  is  one  tab^spoon  of  bleach  for 
eoch  gallon  af  wash  water.  CHLOR.  >IE  BLEACH  MUST  BE 
DILUTED  in  a  quart  of  water  before  it  is  added  to  a  clothes 
load.  Clothes  will  be  damaged  if  undiluted  chlorine  bleoch 
carries  in  ce.itoct  with  them.  Chlorine  bleach  Is  a  good 
disinfectant  and  is  especially  good  to  use  when  washing 
"sick  room"  laundry. 

Chlorine  bleach  may  be  used  on  white  durable  press, 
white  nylon  and  whiife  polyesters.  DO  NOT  USE  CHLORINE 
BLEACH  on  wool,  silk,  spondex,  nonfost  colors  and  on  ony 
fobric  whose  hang  tog  warns  against  this.  All-purpose 
bleach  and  oxygen  bleaches  are  safe  for  these  fobrics. 

ABOUT  FABRIC  SOHENERS 

Liquid  fabric  softeners  add  softness  and  ironing  eose  ond 
will  remove  the  static  electricity  which  couses  mon-mode 
fibers  to  cling.  Follow  manufacturer's  directions  for  use. 
Undiluted  fabric  softener  may  stoin  clothes.  To  remove, 
rub  with  bar  soap  or  soak  in  hot  water  with  sufficient 
detergent. 

WE  DO  NOT  RECOMMEND  THE  USE  OF  A  SPRAY  FABRIC 
SOFTENER  ir4  THE  DRYER. 

DINGY  CLOTHES 

Clothes  may  be  grey  or  have  yellow  centers  from  unre- 
moved  soil.  The  cause  may  be  wash  woier  not  hot  enough, 
the  use  of  too  little  detergent,  overcrowding  the  washer  or 
o  combination  af  these.  To  improve  the  appearance,  soak 
the  clothes  In  hat  water  with  twice  as  much  detergent  as 
usual.  Then  wash  with  hot  water  and  chlorine  bleach  if 
suitable  for  the  fabric.  The  treatment  may  need  to  be  re- 
peated. 

Yellow  streaks  or  a  yellow  color  may  be  caused  from 
iron  in  the  water.  Phosphate  detergents  will  usually  hold 
the  iron  in  suspension  in  the  wosh  water.  Most  of  the  non- 
phosphate  detergents  do  not  hove  this  property  and  con- 
sistent use  of  them  may  cause  yellowing  if  iron  is  present 
in  the  water. 

CAUTIONI  White  synthetic  fabrics  should  not  be  washed 
and  dried  with  any  type  of  colored  garments,  even  though 
colorfast.  Nylon,  Orion,  etc.,  will  readily  pick  up  color, 
even  from  colorfast  fabrics. 

FORM  NO.  9.74-92 
(Supersedes  882AR3) 


TO  DRY 

AUTOMATIC  DRYING 

Automotic  drying  is  perhaps  the  easiest  phose  of 
loundering.  It  requires  only  a  little  knowledge  and  plan- 
ning  to  turn  out  fluffy,  sweet  smelling  clothes  oil  the  yeor 
round  regord.ess  of  the  weather.  To  insure  successful 
drying,  fry  these  helpful  hints. 

SORT  THE  CLOTHES 

Sort  toads  according  to  fobric  weight.  Generolly 
clothes  that  ore  woshed  together  can  be  dried  together. 
Do  not  mix  lint  shedding  with  lint  receiving  fabrics. 

LOADING  HAS  A  FEW  RULES 

The  size  of  the  load  is  as  important  in  the  dryer  os  it  is 
in  the  washer.  More  thon  a  normol  load  slows  drying 
oction,  cuts  down  thot  "fluff"  you  wont  in  clean  clothes 
If  you  have  a  very  small  load,  odd  o  few  both  towels  as 
buffers  to  aid  tumbling  oction.  Don't  odd  wet  or  damp 
clothes  ta  a  partly  dried  load.  This  increases  drying  time. 
FOR  MORE  EFFICIENT  DRYING 

Do  keep  the  lint  screen  cleon.  Air  flow  will  be  cut  down 
and  drying  time  Increosed  If  lint  screen  is  blocked.  Don't 
open  dryer  door  too  often. 

DONT  OVERDRY 

Remove  clothes  from  the  dryer  before  they  ore  "bone- 
dry".  Overdried  clothes  moy  be  harsh  ond  wrinkled  if  all 
the  noturol  moisture  is  remf^ed.  Overdrying  may  couse 
shrinkoge  in  cotton  knits.  Remove  regular  cotton  sheets 
ond  pillowcases  with  a  trace  of  moisture  remaining,  fo.d 
and  smooth  them  ond  they  will  probably  need  no  ironing. 
Be  sure  to  dry  duroble  press  fobrics  in  the  dryer.  Don't 
crowd  these  items  ond  remove  them  os  soon  as  they  Ore 
dry  ond  tumbling  slops,  then  hang  or  fold  them.  To  elimi- 
note  sprinkling,  remove  clothes  which  are  to  be  ironed  with 
"ironing  dompness"  remaining.  Fold  them,  ploce  in  a 
plosttc  bog  until  they  are  ircned. 

FOR  SAFETY'S  SAKE 

Some  molerlols  ore  fire  hozordr  or  explosive  hozards 
becouse  of  tneir  composition.  Di  y  with  AIR  ONLY,  NO 
HEAT,  articles  contoining  FOAM  RUBBER  or  similorly  tex- 
tured rubber  like  moterials  and  Kapok.  This  includes 
padded  bras,  stuffed  animals,  rubber  backed  rugs  ond 
foam  rubber  pillows.  DO  NOT  USE  HEAT  for  plastics  which 
may  melt.  Wolch  the  hang  tog  directions  for  anything 
which  soys  "DRY  AWAY  FROM  HEAT". 

DO  NOT  USE  THE  DRYER  FOR  onything  which  has  been 
dry  cleaned  at  home  with  flammable  or  combustible  fluids. 
The  dryer  is  intended  only  for  articles  which  hove  been 
wcshed  with  water. 

DO  NOT  USE  THE  DRYER  for  anything  containing  wax  or 
chemicals  such  os  dust  mops  or  cleoning  cloths  unless 
these  chemirals  hav»  been  thoroughly  washed  out. 

Permanently  pleated  skirts,  fiber  glass  moteriols,  ond 
loosely  knit  woolens  should  not  be  dryer  dried.  See  dryer 
instructions  for  washable  woolens. 
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IMPORTANT  LAUNDERING  INFORMATION 


HO  3-9 


LESSON  PLAN:   11 


COURSE  TITLE:     NURSE  ASSISTANT   

UNIT      II       :     THE  CLIENT'S  ENVIRG.-JMENT  

SCOPE  OF  UNIT: 

This  unit  covers  the  client's  home  environment  including  the 
family,  types  of  families,  changing  roles  of  family  members, 
types  of  housing,  utilities  and  finances,  care  of  the  home 
environment,  pest  control  and  community  resources.    This  unit 
also  covers  the  long-term  care  environment. 

INFORMATION  TOPIC:     11-11  OR  DEMON 3 THAT I ON : 


ORIENTATION  TO  THE  LONG-TERM  CARE  ENVIRONMENT 

(Lesson  Title) 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.     Identify  areas  in  the  facility  used  by  the  nurse  assistant. 


SUPPLEMENTARY  TEACH I NG/ LEARN  I NG  ITEMS: 

1.  Client's  bed 

2.  Signal  Light 
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TEACHER  RESOURCRR- 


INTRODUCTION; 


iceep  in  jaind  that  this  is  t-ho  ^  u        '  ^^^^  always 

Jrpi:L-.^:roi-ther;.Lri?t;irtL^?-iri?j.°-^- 
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LESSON  PLAN:  11 

COURSE  TITLE:   NURSE  ASSISTANT 


UNIT       II  THE  CLIENT'S  ENVIRONMENT 


OUTLINE:     (Key  Points) 

I,      The  Environment  -  the  physical  surroundings  (may  include 
emotional ) 

A.    Resident  unit 

1.  Room  may  be  a  ward,  private,  or  semiprivate 

2.  Bed,  mattress,  pillow,  and  bedding 

3.  Bedside  table 

a.  Store  client's  personal  possessions-including 
brush,  comb,  electric  razor,  toothbrush  (check 
facility  policy  regarding  what  can  be  kept) 

b.  Equipment  needed  for  his/her  care 

1)  Hater  pitcher  and  drinking  glass 

2)  Bath  basin  and  linen 

3)  Emesis  basin  and  mouth  care  equipment 

4)  Soap  and  soap  dish,  lotion  or  powder 

5)  Bedpan  and  cover 

6)  Urinal  and  cover 

4.  Comfortable  chair;  may  have  own  furniture  from 
home 

5.  Reading  lamp 

6«    Personal  storage  drawers  and  closet 
7.     Signal  light  or  appropriate  call  bell 

a.  Place  in  reach  of  client  at  all  times 

b.  Answer  promptly  and  then  turn  it  off,  unless 
more  help  is  needed 

c.  Anticipate  needs  of  helpless  clients 
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8.  Privacy  curtain  or  screen 

9.  Overbed  table,  commode,  wheelchair,  geriatric 
chair  if  needed. 

B.    Utility  rooms  (CD-I) 

1.  Dirty  utility  room 

a.  Emptying,  cleaning,  and  disinfecting  of 
utensils 

b.  Storage  of  nonsterile  equipment 

c.  Urine  testing 

d.  Soiled  linen  storage 

2.  Clean  utility  room 

a.  Processing  of  sterilization 

b.  Storage  of  sterile  and  clean  supplies 
C*    Dining  room 

1.  Where  clients  eat  all  meals 

2.  Position  clients  properly  at  tables  to  eat. 

3.  Assist  clients  to  eat  or  feed  helpless  clients. 

4.  Monitor  food  and  fluid  intake. 

D.  Activity  room 

1.  Where  group  activities  occur 

2.  Assist  with  activitie    vhen  nursing  routine  allows. 

E.  Nurse's  station 

1 .  Reporting 

2.  Recording 

3.  Receiving  assignments 

4.  Review  of  care  plans 

Summary  and  Conclusion 

1.    The  environment 

Remember  Low  important  it  is  to  keep  the  client's 
environment  clean,  neat,  and  comfortable  at  all 
times.     It  is  his/her  home! 
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LESSON  PLAN:  11 

COURSE  TITLE:  NURSE  ASSISTANT  

UNIT       II       :  THE  NURSE  ASSISTANT  

CLASSROOM  DISCUSSION: 

1.  What  areas  in  the  long-term  care  facilities  ace  most 
frequently  utilized  by  the  nurse  assistant? 

2.  How  would  you  feel  if  you  knew  the  long-term  care  facility 
was  your  last  place  to  live?    What  could  make  it  better? 


CLASSROOM.  LABORATORY  OR  OTHER  ACTIVITIES: 

1.    Have  students  locate  and  operate  all  equipment  in  client's 
living  area. 
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LESSON  PLAN:   11 


COURSE  TITLE:  NURSE  ASSISTANT  

UNIT       II        :   THE  NURSE  ASSISTANT  . 

EVALUATION  ITEMS: 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  ••F"  if  it  is  false. 

  1.     The  signal  light  should  be  placed  near  the  resident 

only  when  the  client  is  in  the  bed. 

  2.    Urine  is  tested  in  the  dirty  utility  room. 

 3.     Sterile  supplies  are  kept  in  the  clean  \.tility  room. 

  4.     The  nurse  assistant  monitors  food  or  fluid  intake  in 

the  dining  room. 
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LESSON  PLAN:  11 

COURSE  TITLE:  NURSE  ASSISTANT 

UNIT       II  THE  NURSE  ASSISTANT 

ANSWERS  TO  EVALUATION  ITEMS: 

1.  F 

2.  T 

3.  T 

4.  T 
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LESSON  PLAN:  12 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      III     :      THE  CLIENT  

SCOPE  OP  UNIT: 

This  nnlt  deals  with  the  individual.  As  a  result  of  growth  and 
develo'paent,  significant  changes  occur  during  the  human  life 
cycle.  It  is  essential  that  the  nvrse  assistant  be  aware  of 
the  physical  changes,  aeittal  changes  and  social  changes.  We 
will  discuss  various  health  related  problems  you  will  encounter 
daily.  This  unit  also  contains  information  regarding  mental 
confusion  which  will  assist  you  in  understanding  how  to  deal 
with  the  confused  client. 

INTORMATiON  TOPIC:     I I 1-12  OR  DEMONSTRATION: 

MENTAL  HEALTH/MENTAL  ILLNESS 
(Lesson  Title) 

LESSON  OBJECTIVE'  -  THE  STUDENT  WILL  EE  ABLE  TO: 

1.  List  some  characteristics  of  good  mental  health. 

2.  Name  2  coping  mechanisms. 

3.  Define  mental  illness.  » 

4.  Name  2  types  of  mental  illness. 

5.  Identify  3  abnormal  behaviors  of  a  client  who  his  :een 
diagnosed  as  mentally  ill. 

6.  List  2  ways  the  N.A.  may  interact  with  a  client  who 
demonstrates  witndrawal. 


SUPPLEMENTARY  TEACH liiG/ LEARNING  ITEMS: 

Videos  -  American  Health  Care  Association 
"Observe  and  Report"  ^91 
"Keep  Going  straight"  #27 
"Dealing  with  Depression"  #46 
Video  Tape  Player 
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TEACIfER  RESOURCES: 


INTRODUCTION: 

Many  of  your  clients  will  behave  abnormally.  These  behaviors 
may  have  an  emotional/psychologiral  basis  or  may  have  an 
organic/functional  basis.  First  you  will  learn  about  mental 
health  and  how  persons  normally  react  to  stress  (copinc: 
mechanisms).  Also,  you  will  learn  some  things  about  mental 
nines-  and  how  mentally  ill  clients  behave.  You  will  also 
learn  some  methods  of  caring  for  these  clients. 
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LESSON  PLAN:  12 

COURSE  title:       NIIHSE  ASSISTANT 


UNIT      Til    -:       THE  CLIENT 


OUTLINE:       (Key  Points) 

I  Definitions: 

A.    Mental  Health:    Most  behaviors  have  an  appropriate 

range  which  is  acceptable  and  expected.    The  following 
statements  may  be  used  to  judge  what  is  GOOD  MENTAL 
HEALTH:  CD-I 

1.  Good  foelings  about  oneself;  express  or 
communicate  one*8  emotions;  seldom  feel 
inadequate  or  inferior. 

2.  Make  decisions  after  considering  consequences  and 
act  on  those  decisions. 

3«      Feel  veil  and  have  a  positive  outlook. 

4.  Develop  one*s  strong  points  and  accept  real 
limitations. 

5.  Learn  from  one's  mistakes  and  do  not  repeat 
mistakes. 

6.  Delay  gratification  for  a  better  future. 
(Example:    sex  encounter «  early  marriage*  cheaper 
coat  vs  better  coat) 

7.  Form  close  and  long  friendships  with  both  sexes: 
er*jc:7  r^r.  cctivo  and  c^o^  sex  life:  be  6atlsfic?d 
with  sex  identity. 

8.  Cannot  hurt  self  or  others  because  of  a  conscience 
that  will  produce  guilt  when  one*s  behavior  is 
damaging  or  unsocial. 

9.  Accept  authority*  live  by  rules*  etc.*  but*  when 
appropxiate*  question  authority  or  rules. 

10.  Meet  "ne*s  needs  while  considering  needs  of 
others. 

11.  Small  jealousies  and  the  use  of  others  for  one's 
own  good  are  not  part  of  one's  life. 

12.  see  reality  as  accurately  as  possible  e^>ecially 
in  one's  social  and  interpersonal  rela^  unships. 

13.  Vork  well  alone  and  with  others;  adjv  t  ''give  and 
tak^"**  to  appropriate  situation:  havr  jlean* 
prompt*  orderly  and  neat  personal  Lobits. 

14*    Accept  roles  of  being  dependent*  independent  and 
of  being  a  leader  or  follower  as  situations  occur 
throughout  life. 

15.  Adapt  to  stress  and  change  with  minimum  emotional 
upset  by  being  appropriately  flexible. 

16.  Laugh  at  self  and  others  when  sftuations  are  as 
absurd  as  they  are  funny. 

17.  Maintain  personality  that  fits  each  life 
situation. 

Adapted  from  Bailey,  David  S.  and  Sharon  0.  Dreyer,  Therapeutic 

Approaches  to  the  Care  of  the  Mentally  111,  Philadelphia:  F.A. 

Davis,  1984  .^c 
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B.  Some  coping  or  defense  mechanisnis  used  by  everyone  to 
protect  self  from  stressful  situations:  hO-2 

1-      Repression  -  forgetful,  feels  guilty  without 
knowing  why. 

2.  Rationalization  -  Makes  "acceptable"  excuses  for 
behavior. 

3.  Projection  -  nlames  one's  shortcomings  on  other 
people  or  objects. 

4.  Regression  -  behavior  that  takes  on*>  back  in  time 
of  development  where  one  felt  more  coipf ortable. 

C.  Mental  Illness  -  Severe  personality  changes  that  affect 
thinking  and  behavior  which  interfere  with  work,  social 
relationships  and  contact  with  reality. 

Some  names  of  mental  illnesses  whose  symptoms  usually  start 
slowly  and  take  time  to  be  noticed.  ho-3 


ILLNESS  SOME  SYMPTOMS 

A.    Depression  (most  common)  sleeplt^ssness,  loss  of 


appetite,  withdrawal, 
low  energy  level 


B. 


Manic  Depression 


wide  swings  in  behavior 
and  thinking  from  very 
fast  to  very  slow  over 
longer  periods  of  time 


C. 


Schizophrenia 
1.  Simple 


loss  of  interest  in 
self  and  surroundings 


2. 


Paranoid 


hostile,  suspicious, 
aggressive 


3. 


Hebephrenic 


inappropriate  laugh  or 
giggle 


4. 


Catatonic 


extreme  withdrawal, 
motionless  for  hours 
or  days. 


D. 


Paranoia 


grandiose  delusions  of 
persecution,  hostile, 
better  intellectual 
control  than 
schizophrenia 
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E.  Dementia  -  many  causes  and 
can  include  such  terms  as: 

1.  Organic  brain  syndrome 

2.  Organic  psychosis 

3.  Senile  dementia 

4.  Alzheimer's  Disease 

5.  Toxic  dementia 

6.  Traumatic  brain  injuries 

F.  Neuroses/Hysterics 


Apathy,  memory  loss, 
speech  impairment, 
disorientation,  poor 
judgement 


Mild  interference  with 
social,  work  or  sexual 
associations;  not  harm- 
ful to  self  or  others 


G.  Other 

1.  Obsessive  Compulsive 

2.  Phobias 

III    Some  causes  of  mental  illness: 


repeating  rituals 
fears 


A.  Unknown 

High  fever,  infection 

C.  Substance  use  (alcohol,  illegal  drugs,  prescribed 
drugs) 

D.  Loss,  deprivation,  isolation 

E.  Degenerative  diseases  of  age 

F.  Genetic 

G.  Traumatic  Brain  Injury 

IV     Some  treatment!;  for  mental  illness: 


Medical  doctors  including  psychiatrists,  evaluate, 
diagnose  and  treat  with  or  without  drugs 
Individual  anf.  group  therapy 

Care  givers  (N.A.)  trained  to  observe  thinking  and 
behavior  changes.    Also  trained  to  objectively  report 
these  changes  to  R.N.  or  L.P.N. 
Institutionalization,  group  homes 


A. 

B. 

C. 

D. 

Nurse  Assistant,  after  learning  about  normal  mental  health, 
must: 

A.  Know  symptoms  of  mental  illness 

B.  Observe  changes  and  objectively  report 

C.  Be  friendly  and  interested 

D.  Encourage  client  to  be  involver*  in  his/her  own  A.D.L. 
e!    Speak  to  client  in  normal  voice,  in  a  simple  style  and 

not  use  "baby  talk**. 
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VI      Summary  and  Conclusions: 


A.  Good  mental  health 

B.  Coping  mechanisms 

C.  Mental  illness  -  names  and  symptoms 

D.  Causes  of  mental  illnese 

E.  Treatments  for  mental  illness 

P.  Nurse  Assistant's  role  in  care  of  clients  who  are 
mentally  ill. 

conclusions; 

A  mentally  healthy  person  has  a  set  of  behaviors  that  allow 
him/her  to  fit  into  society  -  at  home.  work,  school  or  play. 
Each  person  has  methods  of  dealing  with  stressful  situations 
and  these  fit  into  society.  However,  some  persons  exhibit 
behaviors  that  are  outside  this  fit.  These  behaviors  may 
translate  into  specific  names  for  mental  illnesses.  You  have 
learned  something  about  these  illnesses  and  will  care  for 
clients  who  need  your  help.  Always  treat  clients  with  dignity 
and  be  non- judgemental  about  behaviors  before,  during  and  after 
treatment. 
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LESSON  PLAN:  12 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT     III       :       THE  CLIENT  

CLASSROOM  DISCUSSION: 

1.  Discuss  2  good  mental  health  behaviors. 

2.  Have  you  ever  u^ed  a  coping  mechanism? 

3.  Why  do  you  think  isolation  can  cause  mental  illness? 

4.  Discuss  objective  reporting. 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITY: 

1.  Role  play  types  o£  mentally  ill  behaviors. 

2.  Role  play  a  N.A.  interacting  with  these  behaviors. 

3.  Invite  a  psychiatric  social  worker  to  class  .o  discuss 
his/her  occupation. 


169 


18 


LESSON  PLAN:  12 

COURSE  TITLE:      NURSE  ASSISTANT 


UNIT  III  :  THE  CLIENT 
EVALUATION  ITEMS: 


t       For  each  of  the  following,  write  N  if  the  statement  is 

normal  or  write  a.B.  if  the  statement  is  abnormal  behavior. 

  1«  Motionless  for  hours 

  2.  Good  feelings  about  self 

  3.  Withdrawal 

  4.  Loss  of  interest  in  surroundings 

  5.  Learns  from  mistakes 

  6.  Makei  Jecisions  after  considering  consequences 

  7.  Usually  accepts  authority 

  8.  Keeps  up  A.D.L. 

  9.  Grandiose  ideas 

  10.  Loss  of  memory 

  11.  Can  work  alone  or  with  jthers  as  necessary 

I     Match  the  coping  mechanism  with  the  correct  definition  by 
placing  the  correct  letter  in  the  blank. 


  12.    Projection  a.    Forgets,  feels  guilt  not 

knowing  why 

  13.    Rationalization     b.    Moves  backw&rd  in  time 

  14.    Regression  c.    Making  acceptable  excuses 

for  behavior 

  15.    Repression  d.    Blames  sorceone  els*  or 

object  for  shortcomings 

III    For  each  of  the  following,  mark  "T"  if  the  statement  is 
true  and"  F"  if  the  statement  is  false. 

  16.    Substance  use  may  cause  some  forms  of  irental 

illness. 

  17.    Diseases  of  old  age  may  cause  some  forms  of 

mental  illness. 
  18.    Having  a  positive  outlook  may  cause  some  forms 

of  metital  illness. 

  i:>.    Mentally  ill  clients  cannot  be  treated. 

  20.    caregivers  of  mentally  ill  clients  do  not  need 

to  observe  clients'  behaviors  and  emotions. 
  21.    All  mentally  ill  clients  are  sent  to 

institutions  for  treatment 
  22.    The  nurse  assistant  must  be  interested  and 

friendly  when  carxng  fv*  mentally  ill  dientb. 
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LESSON  PLAN:  12 

COURSE  title:     nurse  asstbtamt 


UNIT__111_:       THE  CLTEMT 
ANSWERS  TO  EVALUATION  ITEMS: 


1. 

AB 

«  • 

N 

3. 

AB 

4. 

AB 

5. 

N 

6. 

N 

7, 

N 

8. 

N 

9. 

AB 

10. 

AB 

11. 

N 

12. 

d 

13. 

c 

14. 

b 

15. 

a 

16. 

T 

17. 

T 

18. 

F 

l**. 

P 

20. 

F 

21. 

F 

22. 

T 
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LESSON  PLAN:  13 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT       III     :       THE  CLIENT  

SCOPE  OF  UNIT: 

This  unit  deals  with  the  individual.  As  a  result  of  growth 
and  development,  significant  changes  occur  during  the  human 
life  cycle.  It  is  essential  that  the  nurse  assistant  be  aware 
of  the  physical  changes*  mental  changes  and  social  changes.  He 
will  discuss  various  health  related  problems  you  will  encounter 
daily.  This  unit  also  contains  information  regarding  mental 
confusion  which  will  assist  you  in  understanding  how  to  deal 
with  the  confused  client. 

INFORMATION  TOPIC:     III-13  OR  DEMONSTRATION: 

DEVELOPMENTAL  DISABILITIES  {MENTAL  RETARDATION) 

(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Define  developmental  disabilities. 

2.  List  3  causes  of  developmental  disabilities. 

3.  Describe  1  way  to  improve  a  developmentally  disabled 
client's  self  image. 

4.  List  2  ways  that  may  prevent  a  developmental  disability. 


iiUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

Film:    ••World  of  Right  Size"  -  source  unknown 

"Sarah  Has  Down's  Syndrome  -  State  of  Connecticut  Home 

Economics  Film  Library 

16  m.m.  Projector 


TEACHER'S  RESOURCES: 


INTRODUCTION: 

In  your  client  assignments,  you  may  bt  responsible  for  the  care 
of  a  person  who  has  a  developmental  disability;  or  a 
developmental ly  disabled  person  may  be  part  of  your  client's 
family.  It  is  important  to  recognize  this  developmental ly 
disabled  person  on  first  contact  by  speaking  to  him/her  and 
giving  special  attention  to  skills  he/she  may  have  to  assist 
you  with  his/her  care  or  your  client's  care«  if  possible.  This 
class  will  give  you  some  information  about  the  developmentally 
disabled  person. 
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LESSON'  PLAN:  13 

COURSE  TITLE:       NURSfJ  ASSISTANT 


UNIT      III     :       THE  CLIENT  

OUTLINE:        (Key  Points) 

I  Definition  -  Impairment  in  ability  to  learn  and  adapt 

socially.  (CD-I) 

I.Q.-  Borderline  71-64  ) 

Hild  50-70       )  client's  education 

Moderate  35-49        )  and  training  based 

Severe  20-34       )  on  these  scores 

Profound  below  20  ) 

II  Some  causes  are 

A.  Pre-natal  birth  defect 

ex:    chemicals,  injury.  Down's  Syndrome 

B.  Birth  injury 

ex:    difficult  birth,  cord  around  neck-anoxia 

C.  Traumatic  brain  injury  after  birth  (CD-2) 
ex:    fall  on  head,  auto  injury  involving  head 

D.  Genetic  defect  -  (CD-3) 
ex:    Tay  Sachs.  P.K.U. 

E.  Emotional  and/or  social  isolation 
ex:    abuse,  neglect 

F.  Substance  abuse 

G.  Unknown  -  brain  tumor?  -  infection? 

III  care:    Must  meet  physical  and  emotional  needs 

(see  general  population  -  Lesson  14) 

A.  Since  physical  problems  may  accompany  develop- 
mental disabilities,  care  is  modified  to  the 
individual  client  according  to  the  care  plan. 

B.  Emotional  care  involves  love,  a  home,  food  and 
a  safe  environment  especially  in  feeding  and 
ambulation.  (CD-4) 

1.  must  encr  cage  a  positive  self-image 

2.  must  offe«  choices  for  pojitive  behavior 

3.  must  be  able  to  learn  and  work  at  a  slower 
pace  to  the  best  of  the  client's  ability 
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IV  Prevention  of  some  development  disabilities  (CD-5) 

A.  Good  obstetrical  care  for  all  pregnant  women  -  pre  and 
post  delivery  *^ 

B.  Prepared  parents  who  provide  love,  food  and  safety  for 
each  child 

C.  Immunizations 

D.  Genetic  counseling  to  prospective  parents,  if  necessary 

V  Summary  and  Conclusions 

A.  Definition  of  developmental  disabilities 

B.  Some  causes  of  developmental  disabilities 

C.  Care  necessary  for  developmental ly  disabled  clients 

D.  some  ways  developmental  disabilities  can  be  prevented. 

Remember  that  these  clients  often  have  physical  and  emotional 
problems.  Each  developmentally  disabled  client  must  be  treated 
so  he/she  may  succeed  to  the  best  of  his/her  ability  to  ensure 
a  good  self-image.  Keep  in  mind  that  some  of  these  problems 
can  be  prevented  in  future  generations  through  good  p-e-natal 
care. 
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LBS50N  plan:  13 

COURSE  TITLE:      MURSE  ASSISTANT 


UNIT       III     ;       THE  CLIENT 


CLASSROOM  DISCUSSION: 

1.  How  vould  you  recognize  a  developmental ly  disabled  client? 

2.  If  you  are  in  charge  of  a  child,  why  will  you  try  your  beet 
to  prevent  a  head  injury? 

3.  Naae  (1)  cause  of  developmental  disabilities. 

4.  Do  you  think  a  developmentally  disabled  client  can  have 
emotional  problems? 

5.  Can  some  developmental  disabilities  be  prevented? 


CLASSROOM,  LABORATORY.  OR  OTHER  ACTIVITY: 

1.  Visit  a  Regional  Center. 

2.  Visit  a  large  state  institution  for  the  developmentally 
disabled. 

3.  Visit  and  involve  students  in  a  high  school  class  for  the 
developmentally  disabled. 

4.  Ask  a  parent  of  a  developmentally  disabled  person  to  visit 
the  class  to  discuss  what  family  life  is  like  for  them. 
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LESSON  PLAN:  13 


COUBSE  TITLE:       NURSE  ASSISTANT  .  

UNIT      III     :       THE  CLIENT  

EVALUATION  ITEMS: 

Por  each  of  the  following,  write  "T"  if  the  statement  is  true 
or  "^F"  if  it  is  false. 

  1.    A  developmentally  disabled  person  is  usually  delayed 

in  his/her  ability  to  learn  and  adapt  to  society. 

  2.    A  developmentally  disabled  person  will  never  have 

emotional  or  mental  illness. 

  3.    All  developmentally  disabled  persons  need  personal 

contact. . 

  4.     It  is  important  for  the  N.A.  to  make  all  choices  for 

his/her  developmentally  disabled  clients. 

  5.     It  may  be  difficult  to  know  if  a  person  is  borderline 

developmentally  disabled  unless  testing  is  done. 


In  a  short  essay,  discuss  3  probable  causes  of  developmental 
disabilities. 
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LESSON  PLAN:  13 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      III     :       THE  CLIENT  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  T 

2.  F 

3.  T 

4.  F 

5.  T 

Short  essay  -  (may  include  any  3  of  these  ideas) 

People  whose  I.Qs  are  below  70  are  considered 
developmentally  disabled.  There  are  many  causes  but  much 
is  unknown  about  some  of  the  clients  and  their  problems. 

These  known  causes  are: 

1.  Injury  to  the  brain  through  he^id  trauma  after  birth 
such  as  a  fall  which  causes  a  compressed  fracture  of 
the  skull. 

2.  Injury  to  the  brain  during  delivery  when  oxygen  is 
deprived  to  the  brain  either  by  a  compressed  cord, 
cord  around  neck  shutting  off  trachea  and  other. 

3.  Injury  to  the  learning  process  through  physical 
isolation  where  a  child  is  not  touched  or  talked  to 

or  is  ccnsistantly  given  no  more  than  food  and  a  clean 
diaper  for  a  proloi  ged  period. 

4.  Injury  to  brain  before  birth  due  to  brain's  not  growing 
normally  because  of  mother's  use  of  chemicals. 

5.  A  gene  may  cause  the  developmental  disability. 

6.  A  growth  in  the  brain  can  cause  brain  damage. 
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LESSON  PLAN:  _i4 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT      III     ;       THE  CLIENT  

SCOPE  OF  UNIT: 

Tbis  unit  deals  with  the  individual.  As  a  result  of  growth 
and  development,  significant  changes  occur  during  the  human 
life  cycle.  It  is  essential  that  the  nurse  assistant  be  aware 
of  the  physical  changes,  mental  changes  and  social  changes.  We 
will  discuss  various  health  related  problems  you  will  encounte-: 
daily.  This  unit  also  contains  information  regarding  mental 
confusion  which  will  assist  you  in  understanding  how  to  deal 
with  the  confused  client. 

INFORMATION  TOPIC:     III-14  OR  DEMONSTRATION: 

EMOTIONAL  NEEDS 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Identify    how   the    nurse    assistant    can   meet    the    client  •s 
basic  physical  needs. 

2.  Identify    how   the    nurse    assistant    can   meet    the  client's 
safety  needs. 

3.  Identify    how   the    nurse    assistant    can    meet    the  client's 
needs  for  love. 

4.  Identify  how  the  nurse  assistant  can  meet  the  client's  need 
for  self-esteem. 

5.  Identify  how  the  nurse  assistant  can  meet  the  client's  need 
for  self-realization. 

6.  Describe  major  losses  the  client  may  have  experienced. 

7.  Identify  the  tasks  the  elderly  must  accomplish  for  success^ 
ful  aging. 

8.  Recognize  ways  the  client  may  cope  if  emotional  needs  are 
not  met. 

9.  Identify    various    nursing    approaches    to    satisfying  the 
emotional  needs  of  the  client. 
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SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:    Personal  Needs 

2.  Trainex  filmstrip  #457:     "Change  and  Loss:    The  Challenges 
of  Aging" 

3.  Projector  (P.S.) 

4.  Film  -  "Mrs.  Reynolds  Needs  a  Nurse" 

Dept.  of  Public  Health.  State  of  Connecticut 

5.  16  mm.  projector 
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TEACHER  RESOURCES: 


INTRODUCTION: 

Everyone  has  emotional  needs.  We  must  keep  in  mind  that  we  are 
not  just  taking  care  of  the  physical  needs  of  the  client. 
Those  needs  sometimes  seem  more  urgent,  but  that  is  not  a 
reason  to  ignore  the  emotional  needs  which  include 
psychological  and  social  needs.  A  person  goes  through 
different  stages  of  life  learning  to  master  new  tasks  so  he/she 
can  grow  and  derelop.  We  will  discuss  what  tasks  are  required 
of  the  elderly  person  and  how  he  or  she  can  be  helped  to  cope 
in  a  positive  manner  with  the  aging  process. 
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LESSON  PLAN:  14 

COURSE  title:       nurse  ASSISTANT 

TJNIT      III     :       THE  CLIENT  


OUTLINE:     (Key  Points) 

I.       Basic  Human  Needs  and  How  the  Nurse  Assistant  Helps 
Meet  Them  (HO  1) 

A.  Basic  physical  needs 

1.  Food  and  fluids  -  providing  adequate  diet  and 
fluids 

2.  Clothing  and  shelter  -  helping  to  stay  warm  or 
cool 

3.  Activity  and  rest  -  walk  with  client.  ROM.  assist 
to  bed.  comfortable  position 

4.  Elimination  -  able  to  urinate  or  defecate 

5.  Sexual  expression  -  insure  privacy  rights 

B.  Safety  and  security  needs 

X.    Health  -  good  physical  health;  prevent  illness 

2.  Protection  from  injury  -  side  rails,  call  light 
close,  bed  in  low  position 

3.  Ability  to  help  self  -  promote  independence 

4.  Own  territory  or  space  -  allow  privacy:  client 
may  personalize  room  with  own  furniture  and 
personal  belongings 

C.  Love  and  belonging  needs 

1.  Sustaining  relationships  -  encourage  visits  by 
friends;  allow  client  to  talk  about  the  past 

2.  Having  someone  who  cares  and  to  care  for  -  this 
may  be  up  to  the  nurse  assistant;  listen  to  tales 
of  past,  family,  experiences;  show  interest  in 
the  client:  involve  a  pet  in  the  facility  or 

home  life. 

3.  Meeting     spiritual     needs     -     assist     to  religious 
services 
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D.  Self-Cbteem 

1.  Receiving  respect  and  recognition  (sense  of 
identify^  -  call  client  by  name;  raspect  privacy 

2.  Feeling  important  -  praise  client  for  accomplish- 
ments :  acknowledge  client  at  all  times;  respect 
priva cy 

E.  Self-realization 

1.  Satisfying  use  of  time  -  encourage  participation 
in  activities 

2.  Having  direction  -  allow  him/her  to  talk  about 
future*  feelings  about  death 

3.  Venting  feelings  without  shame  -  allow  him/her  to 
talk 

4.  Making  decisions  -  allow  client  to  make  any 
choice  possible,  may  be  as  simple  as  what  he/she 
is  going  to  wear  today 

Losses  Experienced  by  the  client 

A.  Loss  of  health  -  physical  and/or  mental 

1.  Aging  does  not  always  mean  illness. 

2.  The  human  body  will  eventually  w€;ar  out. 

3.  Some  behavior  may  be  related  to  illness; 
example:  client  may  be  irritable  and  grouchy  due 
to  pain. 

4 .  Sensory  system  gradually  deteriorates  which  may 
lead  to  confusion  or  withdrawal. 

5.  Loss  of  independence  in  care  leads  to  poor  self- 
image  . 

6.  A  change  in  appearance  can  cause  clients  to  have 
negative  feelings  about  self. 

B.  Loss  of  spouse,  family,  friends,  and  pets 

1.  Creates  a  feeling  of  being  all  alone  and  that  "no 
one  cares"  which  can  lead  to  depression 

2.  Client  may  not  feel  loved  if  no  close  family  or 
friends  are  around  to  show  it 

3.  No  one  around  for  the  client  to  love 
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4.  No  one  with  whom  to  have  intimate  relationships 

5.  Not  able  to  feel  as  if  needed  by  anyone 
C.    Toss  of  home  an<?  job  (role  in  society) 

1.  Less  financial  security  without  a  job 

2.  Less  feeling  of  being  needed  by  society  as  a 
resourceful  human 

3.  Miss  the  "home"  environment 

4.  Loss  of  independence  in  maintaining  a  home  and 
decision-making  power 

5.  Loss  of  feeling  important  on  the  job  or  able  to 
give  to  others 

Tasks  the  Elderly  Must  Accomplish  for  Successful  Aging 
(According  to  Havighurst*) 

A.  Learning  to  live  with  decreasing  physical  strength 
and  health 

B.  Adjusting  to  retirement  and  reduced  income 

C.  Adjusting  to  the  death  of  a  spouse 

D.  Establishing  new  relationships  within  own  age  group 

E.  Learning  to  be  flexiDle  in  rocial  roles 

F.  Arranging  and  carrying  out  satisfactory  physical 
living  arrangements 

Coping  Abilities  of  the  Elderly 

A.  If  a  loss  in  life  or  sudden  illness  comes  ^apidly.  it 
may  cause  enough  stress  to  make  a  person  unable  to 
cope  with  all  that  is  happening. 

B.  Behaviors  which  may  be  related  to  upset  emotional 
status : 

1.  Client  becomes  dependent  -  does  not  want  to  take 
any  responsibility  for  his/her  life;  poor 
self-image 

*From  the  Nursing  Assistant  Training  Manual  by  Fouts  and 
Mullen 
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2.  Client  becomes  ovei^suspi clous  -  no  longer  trusts 
oth  :rs ;  escapes  from  reality  by  blaming  others 
foe  his/her  troubles 

3.  Client  is  lealous  of  time  you  spend  uith  others, 
wants  all  of  your  attention 

4.  Client  becomes  depressed  due  to  loneliness, 
boredom  and  losses  he/she  has  experienced 

5.  Client  may  be  anorv  at  prospect  of  becoming  older 
and  more  dependent:  may  be  due  to  all  the  losses 
he/she  has  suffered 

6.  Client  becomes  withdrawn  possibly  due  to  being 
very  lonely:  may  withdraw  to  a  world  of  his/her 
own  where  he/she  is  not  considered  a  "demented 
senior  citizen" 

7.  Client  may  become  confused/disoriented  due  to 
decreased  efficiency  of  sensory  system 

Nursing  Approaches 

A.  Accept  the  client  and  his/her  personality  as  is.  Try 
to  see  the  positive  things  about  this  person. 

B.  We  may  not  approve  of  client's  actions,  but.  we  let 
him/her  know  that  we  like  client  for  himself /herself • 

C.  Make  client  as  comfortable  as  possible — both 
physically  and  mentally. 

D.  The  client  needs  reassurance  that  he/she  is  still  a 
functioning  adult. 

F.  Client  may  need  someone  to  talk  to  about  his/her 
fears,  worries,  and  anxieties.    Be  a  good  listener. 

6.  Respect  client's  dignity;  never  treat  an  adult  as  a 
child.    Do  not  use  such  words  as  diapers,  bibs,  etc. 

H.  The  client  has  a  right  to  understand  what  is 
happening  to  him/her.  Give  thorough  explanations 
before  a  procedure. 

I,  Never  criticize  or  blame  a  client  for  not  being  able 
to  perform  certain  tasks. 

J.  Be  pleasant  and  friendly  at  all  times.  Leave  your 
troubles  at  home  so  that  yoL  can  smile  often. 

2G1 
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K.  The  client  may  be  very  sweet  and  agreeable  to  work 
with  or  he/she  may  be  irritable,  complain  about 
anything  and  everything,  use  abusive  language,  or 
strike  out  at  you.  The  client  may  take  out  his/her 
frustrations  on  the  ne;*rest  person  and  it  may  be 
you.  Accept  the  client  quietly:  allow  him/her  to 
"sound  off." 

L.    Do  not  argue  with  a  client. 

M.  The  irritable  client  is  often  avoided  and  neglected 
by  the  nurse  assistant/  if  this  is  the  case  he/she 
will  only  become  more  irritable. 

N.  It  is  easy  to  become  emotionally  involved  with  your 
clients.  It  is  easy  to  love  someone  who  is  old, 
mentally  ill  or  developmental ly  disabled  and  needs 
youl  Meet  their  needs  while  you  are  with  them.  Do 
the  best  that  you  can  as  you  care  for  them. 

O.  Due  to  loss  of  family  or  friends,  the  resident  may 
lack  human  contact  and  closeness .  Don ' t  forget  to 
smile,  squeeze  a  ^and,  and  give  a  hug.  They  need  our 
affection. 


Summary  and  Conclusion 


A. 

Basic  humar   needs   and   how  the  nuree 
meet  them 

assistant 

helps 

B. 

Losses  experienced  by  the  client 

C. 

Tasks  the  elderly  must  accomplish  for 

successful 

aging 

D. 

Coping  abilities  of  the  elderly 

E. 

Nurf^ing  approaches 

Always  keep  in  mind  that  the  older  client  is  an  adult 
with  a  lifetime  of  knowledge  and  experience:  draw  upon 
it— allow  this  adult  to  continue  to  thrive,  make 
decisions,  and  participate  in  his/her  own  care.  This 
will  enhance  self-esteem  and  feelings  of  independence. 
Be  alert  for  clients  whose  behavior  indicates  their 
emotional  needs  are  not  being  met.  Try  to  help  those 
individuals  as  best  you  can.  You  mav  refei  to  the  social 
services  designee  for  assistance  in  this  area. 
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LESSON  PLAN:  14 

COURSE  TITLE:       HURSS  ASSISTANT 

UNIT      III     ;       THE  CLIENT  


CLASSROOM  DISCUSSION: 

1.    What  are  basic  human  needs? 

How  do  you  think  it  would  feel  to  grow  old? 
3.    What  kind  of  losses  has  the  resident  experienced? 


CLASSROOM,  LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Divide  class  into  three  groups.  Assign  one  or  two 
behaviors  listed  below.  Have  students  role-play  nursing 
approaches  used  in  each  situation. 

A.  Dependent  client 

B.  Overly-suspicious  client 

C.  Jealous  client 

D.  Depressed  cliertt 

E.  Angry-demanding  client 

F.  Withdrawn  client 

Q.       confused  and  disoriented  client 

2.  Ask  a  client,  your  grandparents,  parents  or  friends  what  it 
is  like  to  grow  old. 

Specifically  separate  memories:    school  age.  teens, 
working  years,  family  years,  middle  age  and  now 

3.  Pin  labels  on  students'  backs,  good  and  bad:  i.e.  cheat, 
listener,  liar,  gossip,  shy.  etc.  Have  classmates  interact 
with  labels. 
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LESSON  PLAN:  .14 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT       III      :       UNDERSTANDING  THE  ELDERLY  

EVALUATION  ITEMS: 

Match  the    basic    human    need    with  the    correct   way    the  nurse 

assistant  can  help  meet  that  need  by  writing  the  letter  in  the 
blank. 

  1,    Basic  physical  a.  Provide  adequate  diet  and 

needs  fluids 

  2.    Love  and  belonging      b.    Allow  client  to  make  choices. 

encourage  activities 

  3.    Safety  and  c.    Provide  side  rails,  call 

security  light 

  4.     .»elf  actualization      d.    Call  client  by  name,  respect 

privacy 

  5.    Self-esteem  e.    Encourage  family  and  friends 

to  visit;  show  a  caring 
attitude 

For  each  of  the  following,  write  "T"  if  the  statement  is  true 
or  "F"  if  it  is  false. 

  6.    The  elderly  person  needs  to  adjust  to  the  physical 

changes  of  aging. 

  7.    The  elderly  person  must  not  accept  the  death  of  a 

spouse. 

  8.    Loss  of  independence  in  care  can  lead  to  a  poor  self- 
image  . 

  9,    Since  the  client  is  around  so  many  people,  ho/she 

always  feels  he/she  is  needed  and  loved. 

 10.    The  elderly  client  often  feels  his/her  decision- 
making ability  is  lost. 

 11,    It  is  necessary  to  give  thorough  explanations  before 

starting  a  procedure. 

 12.     If  you  do  not  approve  of  a  client's  behavior,  let  the 

client  know  that  you  do  not  like  her  or  him  and  the 
behavior  will  improve. 
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.13 •    The  client  needs  reaesurance  that  he  or  she  is  still 
a  funntioning  adult. 

14.  It  is  appropriate  to  argue  with  a  client  if  he/she  is 
wrong. 

15.  Avoid  the  irritable  client  so  he  or  she  will  become 
lesB  irritable. 

List  three  behaviorc  you  may  see  if  the  client's  needs  are 
not  being  net. 

A. 


C. 
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LESSON  PLAN:  14 

COURSE  TITLE:       aURSE  ASSISTAN? 


UNIT  III  :  UNDERSTANDING  THE  ELDERLY 
ANSWERS  TO  EVALUATION  ITEMS: 


1 

A 

«  « 

w 

K 

6 . 

T 

7. 

F 

8. 

T 

9 . 

F 

10. 

T 

11. 

T 

12. 

F 

13. 

T 

14. 

F 

15. 

F 

16. 

The 

student  may  list  any 

a. 

Dependent 

b. 

Overy-suspicious 

c. 

Jealous 

d. 

Depressed 

e. 

Angry 

£. 

Withdrawn 

^. 

Confused/disoriented 

EMOTIONAL  NEEDS 
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LESSON  PLAN:  15 

COUHSE  TITLE:       NURSE  ASSISTANT 


UNIT      III     ;       THE  CLIENT  

SCOPE  OF  UNIT 

This  unit  deals  with  the  individual.  As  a  result  of  growth  and 
development*  significant  changes  occur  during  the  human  life 
cycle.  It  is  essential  that  the  nurse  assistant  be  aware  of 
the  physical  changes*  mental  changes  and  social  changes.  He 
will  discuss  various  health  related  problems  you  will  encounter 
daily.  This  unit  also  contains  information  regarding  mental 
confusion  which  will  aesist  you  in  understanding  how  to  deal 
with  the  confused  client. 

INFORMATION  TOPIC:         III-15  OR  DEMONSTRATION: 

DEALING  WITH  MENTAL  CONFUSION 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Match  terms  introduced  in  this  lesson  to  correct 
definitions. 

2.  Define  the  term  confusion. 

3.  List  two  methods  of  identifying  confused  clients. 

4.  List  three  causes  of  confusion. 

5.  List  two  emotional  or  physical  responses  resulting  from 
confusion. 

6.  List  two  behavioral  responses  resulting  from  confusion. 

7.  List  two  funct?nii,*j  responses  resulting  from  confusion. 

8.  Identify  correct  cursing  approaches  for  the  confused 
client. 

9.  Identify  correct  methods  of  dealing  with  problem  behaviors 
resulting  from  confusion. 

SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  HO  1:    Understanding  Mental  Confusion 

2.  Trainex  filmstrip  #479:    "Start  at  Confusion" 

3.  Trainex  filmstrip  #480:     "Turn  Toward  Identity" 
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4.  Trainex  filmstrip  #481:     "Keep  Going  Straight" 

5.  Training  filMtrip  #482:    "Stay  in  Control" 

6.  Concept  Media  filmstrip:     "The  Stroke  Patient."  Program 

III,  No.  1,  "Language  Disorders,  Aphasia" 

7.  Concept  Media  filmstrip:     "Perspectives  on  Aging,"  Program 

IV,  "The  Confused  Person:    Approaches  to  Reorientation" 

8.  Film  Strip  Projector 
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TEACHER  resources: 


INTRODUCTION: 

Confusion  is  when  one's  thoughts  are  mixed  up.  Some  confusion 
lasts  for  a  short  tine  because  the  cause  of  that  type  of 
confusion  can  be  treated.  Other  confusion  is  cause!  by  factors 
that  cannot  be  "cured"  which  includes  Alzheimer's  Disease  and 
stroke.  Clients'  confusion  will  vary  in  cause  and  severity 
but,  in  general,  they  are  confused  in  some  way  every  day. 
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LESSON  PLAN:  15 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      III     :       THE  CLIENT 


Outline:     (Key  Points) 

I.       Terms  and  Definitions 

A.  Acute  -  developing   rapidly  with  pronounced  symptoms 
and  lasting  a  short  time* 

B.  Agnosia  -  loss  of  the  ability  to  recognize  familiar 
objects  through  any  of  the  senses 

C.  Aphasia  -  loss  of  the  ability  to  use  or  understand 
language* 

D.  Apraxia  -  loss  of  the  ability  to  carry  out  planned 
movement  at  will 

E.  Catastrophic  reaction  -  overreaction  to  circumstances 

F.  Chronic   -   continuing  over  a   long  period  of  time  or 
recurring      frequently;      chronic      conditions  begin 
insidiously  and  symptoms  are  not  as  noticeable  as  i 
acute  conditions* 

G.  Confused  -  Mental  state  of  disorientation  to  time, 
person,  place 

H.  Dehydration  -  loss  of  body's  normal  water  content 
which  can  affect  both  physical  and  mental  functions 

I.  Dementia  -  severe  impairment  of  cognitive  functions 
such  as  thinking,  memory,  and  personality* 

J.  Disorientation  -  the  state  of  mental  confusion  or 
loss  of  bearings  in  relation  to  the  sense  of  person, 
place  or  time 

K.  Hallucination  -  sensory  perceptions  that  seem  real  to 
the  person  experiencing  them  but  are  not  perceived  by 
others 

L.    Paranoia  -  suspiciousness  inappropriate  to  reality 

*  (From  AGE  WORDS!    A  Glossary  on  Health  and  Aging.  NIH 
Publication  #86-1849.  January.  1986.) 
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M.    Sundowning  -  phenomena  when  behavior  problems  become 
worse  in  evening 

N.    Wandering   -    aimless   walking   which   may   result    in  a 
resident  becoming  lost 

II.  Confusion  (HO  1) 

A.  Definition 

1.  Acute  confusion 

2.  Chronic  Confusion 

B.  Identification  of  those  who  are  confused  and  why 

1.  Observation 

2.  Appropriate     use     of     the     reality  orientation 
questionnaire 

III.  Causes  of  Confusion 

A.  Physical  factors 

1.  Disease  of  the  central  nervous  system  (brain) 

(a)  Senile  dementia  of  the  Alzheimer  type 

(b)  Stroke 

(c)  Brain  damage 

2.  Lack  of  oxygen  to  the  brain 

3.  Fluid,     electrolyte    and    nutrition  difficulties 
(dehydration) 

4.  Undetected  infections  (temperature  elevation) 

5.  Elimination  difficulties  (constipation) 

6.  Effects  of  medication 

B.  Sensory/emotional  factors 

1.  Lack   of   stimulation   or   overstimulation  (sensory 
overload) 

2.  Misinterpretation   of    sensory   input    (either  poor 
vision,  hearing,  or  dementia — aphasis,  agnosia) 
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3.  Depression 

4.  Hallucinations,  delusions 
C.    Environmental  factors 

1.  New  surroundings  (ad  }u8tment ) 

2.  Isolation     (decreas'sd     contact    with    other  than 
confused  people) 

3.  Restraints 

4.  Misinterpretation  of  the  environment 
Effects  of  Confusion  on  Activities  of  Daily  Living 
K.    Emotional  or  physical  responses 

1.  Being  suspicious 

2.  Being  rude,  angry,  insulting 

3.  Being  constantly  restless  or  talkative 

4.  Seeing  things  not  there  (visual  hallucination) 

5.  Hearing  voices  from  past  (auditory  hallucination) 

6.  Reliving  situations  from  past 

7.  Not  responding  to  anything 

B.  Behavioral  responses 

1.  Having   difficulty    remembering    how    to   do  simple 
tasks  or  not  finishing  things  started 

2.  Forgetting  what  day  it  is,  what  time  of  life,  who 
client  is 

3.  Losing,   hiding,    or  misplacing  things  and  looking 
all  over  for  them 

4.  Wandering  or  getting  lost 

C.  Functional  responses 

1.  Unable  to  dress  self 

2.  Unable  to  feed  self 

3.  Unable  to  bathe,  shower  or  shave  self 
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4.     Incontinent  of  bowel  or  bladder 
Nursing  Approaches 

A.  Cart^giving  environment 

1.  Treat  client  with  dignity  and  respect. 

2.  Know  the  client  as  an  individual  (his/her  past* 
likes,  and  dislikes). 

3.  Always  introduce  yourself,  call  the  client  by 
name  and  explain  what  you  are  doing  when  you 
approach  the  client. 

4.  Create  a  calm,  orderly  routine. 

5 .  Familiarize  clients  to  surroundings  as  often  as 
necessary. 

6.  Provide  mechanical  aids  as  needed  by  client 
(hearing  aids*  glasses). 

7.  Provide  sensory  stimulation 

a.  Conversation 

b.  Music 

c.  Touch 

d.  c>roup  activity 

B.  Observe  physical  needs  to  maintain  resident's  health. 

1.  Observe  and  report  changes  in  thinking  or  memory. 

2.  Monitor  nutritional  and  fluid  intake. 

3.  Observe  signs  of  infection  besides  an  elevated 
temperature  and  report. 

C.  Use  appropriate  measures  to  maintain  function. 

1.  Orient  to  appropriate  holidays  or  activities 
related  to  the  facility,  home  or  client's  life. 

2.  Conversation  should  include  current  interactions 
as  well  as  those  from  past  history. 

3.  Place  familiar  personal  articles  in  room. 

4.  Encourage  client's  participation  in  activities 
outside  his/her  room. 
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5.  Encourage  visits,  telephone  cslls,  letters  from 
family,  friends,  visitors,  other  clients. 

6.  Assist  client  to  maintain  appearance  that  he/she 
can  be  proud  of. 

7.  Respond  to  feelings,  display  empathy,  interest. 
VI.      Problem  Behaviors  Resulting  from  Confusion 

A.  Catastrophic         overreaction,    paranoia,  sundovning, 
inappropriate  sexual  behavior,  etc. 

B.  Suggestion  for  coping  with  these  behaviors. 

1.  Identify  exactly  the  behavior  to  be  examined  or 
altered,  separate  from  attitude. 

2.  Try  to  determine  the  cauce  of  the  behavior. 

3.  Plan  and  discuss  ways  to  handle  and  react  to  the 
behavior  with  others  involved  in  the  resident's 
care. 


VII.    Summary  and  Conclusion 

A.  Terms  and  definitions 

B.  Confusion 

C.  Causes  of  confusion 


D.  Effects  of  confusion  on  activities  of  daily  living 

E.  Problematic  behaviors  resulting  from  confusion 

A  confused  state  of  mind  may  be  very  frightening  and 
upsetting  to  both  the  client  and  the  caregiver . 
Sometimes  caring  for  the  confused  person  is  difficult  and 
frustrating  because  a  "cure"  is  not  always  possible,  and 
they  can't  cr  won't  say  "thank  you"  for  your  work. 
Although  they  are  as  vulnerable  as  children,  they  are  not 
children  and  should  not  be  treated  in  that  way.  Your 
care  can  make  the  difference  between  good  days  and  bad 
days.  Your  victories  may  come  in  small  measure — shared 
awareness  in  the  moment  between  you  and  a  confused 
client — but  recognize  them  as  very  important  achievements 
and  feel  proud. 
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LESSON  PLAN:  IS 

COVRSB  TITLE:       NURSE  ASSISTANT 


UNIT      III     :       THE  CLIENT  

CLASSROOM  DISCUSSION: 

1.  What  may  cause  a  client  to  become  confused? 

2.  How  could  elimination  difficulties  cause  confusion? 

3.  In     what     ways     could     a     Cient     misinterpret  his/her 
environment? 

4.  Nhy  is  it  important  to  maintain  a  calm,  orderly  routine? 

5.  Nhy  should  you  encourage  communication  with  others? 

6.  Nhy    is    it    necessary   to    agree    on   a    plan   of    action  for 
dealing  with  problematic  behavior? 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Have  students  break  into  groups  of  four  or  five  and  role- 
play  interactions  between  a  confused  client  and  memers  of 
the  health  care  team. 

2.  View  filmstrips. 
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to  correct  definitions  by  writing  the 


LESSON  PLAN:  15 

COURSE  title:       WURSE  ASSISTANT 

UNIT       III     :       THE  CLIENT 

EVALUATION  ITEMS: 

Match  the  following  terms 
letter  in  the  blank. 

 1 .    Agnos  ia  a . 

 2.  Apbasia 

b. 

 3.  Apraxia 

 4.    Catastrophic  c. 

reaction 

 5 •    Denen t  ia  d . 

 6.    Paranoia  e. 

 1.    Sundowning  f. 

g. 

8.    What  is  confusion? 


Worsening  of  behavior  problems 
occurs  in  the  p.m. 

Severe  impairment  of  cognitive 
functions 

Suspiciousness  inappropriate 
to  reality 

Loss  of  ability  to  recognize 
familiar  objects 

Overreaction  to  circumstances 

Loss  of  ability  to  use  or 
understand  language 

Loss  of  ability  to  carry  out 
planned  movement  at  will 


9.  What  are  two  methods  of  identifying  confused  clients? 
a. 

b. 
c. 

10.  List    three   major    causes    of    confusion    in    long-term  care 
clients  * 

a. 

b. 

c. 
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11.  List   two   emotional   or   physical   responses   that  may  result 
from  confusion. 


a. 
b. 

12.  tist  two 
confusion. 


behavioral     responses     that     nay     result  from 


a. 

b. 

13.  List  two 
confusion. 


functional     responses     that     may    result  from 


a. 
b. 

For  each  of  the  following*  write  **T**  if  the  statement  is  true* 
or  »F"  if  it  is  false. 

 14.      If  you  treat  the  client  like  a  child  he/she  will  be 

happier. 

 15.      It  is  important  to  create  a  calm,  orderly  routine  for 

the  confused  client. 

 16.      The    confused    client    should    not    be    provided  with 

his/her  hearing  aid  or  glasses  as  he/she  may  lose 
them. 

 17.      The  pl^sical  needs  of   the  confused  client  should  be 

monitored  to  maximize  his/her  health. 

 18.      The    confused    client    should    not    be    encouraged  to 

participate  in  activities  outside  his/her  room  since 
it  may  be  upsetting  for  him/her  to  be  in  contact  with 
other  clients. 

 19.      Never  talk  about  the  past  with  the  confused  client. 

 20.      When  dealing  with  problem  behaviors  of   the  confused 

client  it  is  important  to  coordinate  handling  of  and 

reaction  to  the  behavior  with  others  involved  in  the 
client's  care 
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LESSON  plan:  JLi 

COURSE  TITLE:      NURSE  ASSISTANT 


UNIT      III     :       THE  CLIENT 


ANSNERS  TO  EVALUATION  ITEMS: 

1.  d  5.  b 

2.  f  6.  c 

3.  g  7.  a 

4.  e 

8.  Confusion  ie  a  state  disorientation  to  time,  person,  place. 

9.  a.  Observ^^tion 

b.       Appropriate      use      of      the      reality  orientation 
questionnaire 

10.  a.       Physical  factors 

b.  Sensory/ emotional  factors 

c.  Environmental  factors 

11.  The  student  may  Ifst  any  two  of  the  following: 

a.  Being  suspicious 

b.  Being  rude«  angry,  insulting 

c.  Being  constantly  restless  or  talkative 

d.  Seeing  things  not  there  (visual  hallucination) 

e.  Hearing  voices  from  past  (auditory  hallucination) 

f .  Reliving  situations  from  pajt 

g.  Not  responding  to  anything 

12.  The  student  may  list  any  two  of  the  following: 

a.  Having  difficulty  remembering  how  to  do  simple  tasks 
or  not  finishing  things  started 

b.  Forgetting  what  day  it  is.  what  time  of  life,  who  you 
are 

c.  Losing*   hiding,   or  misplacing  things  and  looking  all 
over  for  them 

d.  Wandering  or  getting  lost 

13.  The  student  may  list  any  two  of  the  following: 

a.  Unable  to  dress  self 

b.  Unable  to  feed  self 

c.  Unable  to  bathe«  shower  or  shave  self 

d.  Incontinent  of  bowel  or  bladder 

14.  F  18.  F 

15.  T  19.  F 

16.  F  20.  T 

17.  T 
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HO  1 


UNDERSTANDING  MENTAL  CONFUSION 

assistants  to  understand  confusioJ  Ad  nursing 
clients.  Although  cause  of  confusion  ii^^"^  these 
of  confusion  looks  different  /mon„  4  ^  i™P°rtant.  the  state 
What   ability    to    thl^K    is    deficient'  ^^Pending  on 

events.     well-learned     skills       ion„  "'^"f''^   °^  "°«"t 

otientation  to  person,  place  time-^  i.n"^"°'^"-  °f 
Visual  and  «otor  problems;  "i'r'o'bVem  sorving^lT jSage^^^ 

J^^^n^^^^a^^rv^^^^^^^^  ^n'.h.rT''^^ 

Another  category  of  memorv  V«  f  childhood  may  be  intact, 
like  driving.'  wii ting.  Sr ess ino  \nA  r  .".^'^  «ell-learned  tasks 
to  lose  just  the  ability  ?o  eeguence  thi^^"^'  "  ^«  Possible 
or  the  entire  skill.     oivino  a  vlrhti     ®  °^  ^»  activity 

helpful.  Music  is  a  memorJ  t-L/  i  ^  cue  or  demonstrating  il 
skills  are  lost.  ""^^^^  intact  when  other 

o^'%^^^^^°t\-e-^r  "^T^^neVt^'^rvr'    ?^  selectively 

his/here  but  could\ecigriL  rroorate"^^^^^^^^^ 

loTittl   t^'"p"r?duc?sl?ec"^^Vt-al!;"K^^^  " 
someone    is    sayiSg  or   impossfbL   rl  '    ^""l  understand  what 

What  is  said.        ^  ^  impossible   to  speak,   yet   can  understand 

o«r:L?"h"\\^ect'Ts.'''  -  ^ut  can-t  figure 

^?cKLg-u?^a-/poi-ru?-3i3t  .rt%e%TtTd  "  - 

beco^e%m'ou\"n^lly\ps%'r'rr'Veco:r  compensate,  may 

a    hierarchy   of    fVc'tiVn^  °o^ 'j^e VaVn^^^\'^^^^^^^ 
consider,     for     as    the    hi«h*»A      orain   that    is    important  to 

ljdiviau.1  „.y  ae%n?\o."'on"other  eveJITt'  l^^M"^'  " 
simplest  level  is  the  aiitnn«m4^  *  ^/  .  °^  function.  The 
heartbeat  of  which  we ^l^^aiT  aware  ^^^\*>"-thing  or  the 
fien8orY_awareness    as    in    seeino     h^/,fn'  "1^^    l^^^l  is 

elimination,   and-orientation  to  Vex      niatr  ^^^k^"^' 
scale   are   instinctive   behav4or=  .!k4'       ^^^^'^  "P  the  complexity 

liKe    caring-T^T^.s     s^  ffdefens'e  Ve'ar'^^Jf'^f 
etc.     The  most  sophisticated  ipvoi   f!'   kI"'    f^^^ing  shelter. 
Which  is  the  ability  tha^  is  til  Lil  ^^f|^i«?ii  and  thinking 
to    be    disturbed    in   confused  »°ticeable  and  the  firs? 

lost,  they  will  depend  to  "rf.t^r^  ^-  thinking  is 

function.  ^         °  greater  degree  on  the  other  levels  of 


215 


220 


ERIC 


It  is  important  for  the  nurse  assistant  to  realize  that  the 
clien't  may  feel  threatened  and  not  understand*  what  is  happening 
in  his/her  environment.  The  nurse  assistant  can  communicate 
concern,  acceptance,  and  reassurance.  This  can  be  done  both 
verbally  and  nonverbally  (facial  expression,  eye  contact,  body 
language,  touch,  tone  of  voice,  etc.).  The  confueed  person 
often  responds  to  the  nonverbal  communication  as  memory  and 
language  fail.  There  are  nursing  care  measures  that  will  help 
to  minimize  the  effects  of  confusion.  The  nursing  goal  is  to 
maintain  the  client  at  the  highest  possible  functional  level 
for  the  longest  amount  of  time. 
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LESSON  PLAN:  16 


COURSE  TITLE:       NURSE  ASSISTANT  

UNIT      III     :       THE  CLIENT  

SCOPE  OF  UNIT: 

This  unit  deals  with  the  individual.  As  a  result  of  growth  and 
development «  significant  changes  occur  during  the  human  life 
cycle.  It  is  essential  that  the  nurse  assistant  be  aware  of 
the  physical  changes,  mental  changes  and  social  changes.  He 
will  discuss  various  health  related  problems  you  will  encounter 
daily.  This  unit  also  contains  information  regarding  mental 
confusion  which  will  assist  you  in  understanding  how  to  deal 
with  the  confused  client. 

INFORMATION  TOPIC:     III-16  OR  DEMONSTRATION: 

ACTIVITIES  IN  THE  LONG-TERM  CARE  FACILITY 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.    Define  the  term  diversionary. 


2.    Describe  four  types  of  activities. 


3.  Identify  responsibilities  of  the  nurse  assistant  in  client 
activities. 

4.  Recognize  ways   the  nurse  assistant  may  participate  in  the 
activity  program  for  the  client. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 


TEACHER  RESOURCES: 


INTRODUCTION: 


in  many  long-term  facilities  there  is  an  activities  director 
for  Planning  and  carrying  out  parties,  games,  discussion 
and  other  social  activities.  This  is  not  always  Jhe 
^sS:  The  nurse  assistant  may  be  responsible  for  working  with 
or  carrying  out  some  of  the  duties  of  an  activities  director  if 
one  is  not  available.  It  is  important  for  the  cli«ntJ:o  be 
around  people;  they  need  to  be  kept  interest  and  active  in  some 
tly  The  following  lesson  plan  will  identify  types  of 
activities,  the  responsibilities  of  the  nurse  assistant  and  how 
he/she  may  assist  the  client. 
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ESSON  PLAN;  16 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      III     ;       THE  CLIENT 


ERIC 


OUTLINE:     (Key  Points) 
I.        Types  of  Activities 

A.  Quiet  time  activities 

!•    Privacy  from  other  clients  and  staff 

2.  Reading 

3.  Talking     with     others;       i.e..     clergy.  social 
services,  friends^  family 

4.  Sitting  with  clients  -  remember  the  importance  of 
listening  and  touching 

5.  Correspondence    -    assist    by  writing    letters  for 
the  resident  or  reading  mail  to  client 

B.  Therapeutic 

1.  For  rehabilitation  purposes  -  group  exercise 

2.  To  continue  functioning  in  ADL 

C.  Diversionary 

1.  Definition  -  to  draw  attention  to  romething  else 
or  to  amuse 

2.  Foe  mental  stimulation 
3*    For  social  contact 

a*    Improve  personal  grooming 

(1)  Facial  grooming 

(2)  New  hairstyle 

(3)  New  clothing 

(4)  Manicure 
b.    liUdio  visual 

(1)  Television 
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(2)  Eadio 

(3)  Movies 

(4)  Records  or  tapes 

(5)  "Talkinq  books**  or  music 

c.  Games 

d.  Handicraft 

6.    Relaxation  exercises 
Programing  needs  of  clients  with  mental  disorders 

1.  a.  ADL 

b.  Work  habits 

c.  Socialization  activities 

d.  Handwork  and  simple  crafts 

e.  Housekeeping  of  own  unit 

f.  Physical  exercises 

g.  Reinforce  behavior  rocdification  goals. 

2.  Severe  mentally  ill  and  developmentally  disabled 

a.  Direct  in  range-of-motion  exercises. 

b.  Encourage  crawling. 

c.  Encourage  music  therapy. 

(1)  Rhythm  band 

(2)  March  or  clap  to  music 

(3)  Listen  to  music 

d.  Allow  client  to  hold  soft  stuffed  toys 

e.  Hang  bright  mobile  overhead. 

f.  Place  bed  near  window  or  hold  client  in  lap 
so  she/he  can  see  the  outdoors. 
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g.  Point  out  objects. 

h.  Decorate  rooms. 

II,  Hurse  IVssistant^s  Responsibilities 

A.  Suggest  activities  of  interest  to  the  client  in  a 
positive*  enthusiastic  way. 

B.  Check  activity  calendar  daily  and  plan  care 
accordingly. 

C.  See  that  the  client  is  clean  and  properly  dressed 
before  sending  him/her  to  activity. 

D.  See  that  the  client  goes  or  is  taken  to  the  proper 
place  at  the  right  time. 

E.  See  that  the  client  returns  to  his/her  bedroom  after 
an  activity.  Do  not  leave  the  client  sitting  without 
a  means  of  calling  for  help. 

F.  Confer  with  activities  director  regarding  things  to 
do  and  equipment  availability. 

G.  The  nurse  assistant  must  develop  an  attitude  of 
support  and  encouragement  to  the  activity  program. 

H.  Encourage  clients  to  think  about  activities  they 
would  like  to  do  and  suggest  them  to  the  activities 
director. 

III.  Nurse  Assistant's  Participation 

A.  When  daily  care  routine^:  are  complete  or  you  have 
some  extra  time,  offer  to  do  some  activities. 

1.  Play  checkers  with  a  client. 

2.  Play  cards  with  one  or  several  clients. 

3.  Read  to  a  client. 

4.  Encourage  clients  to  listen  to  news  on  the  radio 
or  watch  television  and  discuss  with  them. 

5.  mite  a  letter  for  client. 

B.  After  supper*  encou^rage  some  kind  of  activity  to 
delay  bedtime  until  8:30  or  9:00  p.m. 

1.    Hold  a  checker  tournament. 
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2.  Bowling  (can  be  done  from  a  v/c). 

3.  Encourage  visiting  each  other. 

4.  Encourage  watching  television. 

5.  Encourage  individual  crafts. 

C.  During  the  night,  if  the  client  has  trouble  sleeping, 
sit  and  talk  with  him/her  a  few  minutes:  offer  a 
backrub. 

Summary  and  Conclusion 

A.  Types  of  activities 

B.  Nurse  assistant's  responsibilities 

C.  Nurse  assistant's  participation 

Days  without  meaning  are  useless.  Long-term  care  clients 
need  something  to  look  forward  to  each  day.  You  can 
bring  this  spark  of  anticipation  to  their  lives. 
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LBSSON  PLAN:  16 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT  TTO  CLTEWT  

CLASSROOM  DISCUSSION: 

1.    Discuss    the    suggested    types    of   activities   and   how  each 
helps  to  reduce  stress  and  benefit  the  client. 

^'    ?i;*'li;!«f/l®*'"K*'  activity  programs  available  or  offered  at 
the  facility  where  the  nurse  assistant  is  employed. 


CLASSROOM.   LABORATORY.  OR  OTHER  ACTIVITIRS 


LESSON  PLAN:  16 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      III     :      THE  CLIENT 


EVALUATION  ITEMS: 

1.  Define  the  term  diversionary. 

2.  Briefly  describe  the  four  types  of  activities: 

a.  Quiet  time  activities 

b.  Therapeutic 

c.  Diversionary 

d.  Programing  needs  of  clients  with  mental  disorders 

3.  Whirb  of  the  following  is  not  a  responsibility  of  the  nurse 
assistant?     (Circle  the  letter  of  the  correct  answer  O 

a.  Check  activity  calendar  daily. 

b.  Plan  and  direct  all  activities  of  the  home. 

c.  See  taat  the  client  yues  to  the  activity. 

d.  See  that  the  client  is  clean  and  properly  dressed. 

4.  The  nurse  assistant  can  participate  in  the  activity  program 
by:       (Circle  the  letter  of  the  correct  answer.) 

a.  Play    checkers    with    the    client    when    daily    care  is 
completed 

b.  After  supper  encourage  client   to  watch  T.T.   or  visit 
with  another  client. 

c.  During    the    night    offer    a    backrub    ar.d    talk    with  a 
client  who  is  having  difficulty  sleeping. 

d.  All  of  the  above 
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LESSON  PLAN: 


16 


COURSE  TITLE:       NURSE  ASSISTANT 

UNIT     _JJl  :  _^E_CL1KNT 

ANSWERS  TO  EVALUATION  ITEMS: 


1.  To  draw  attention  to  something  else  or  to  amuse 

2.  a.        Includes    quiet    activities    such   as    reading,  talking. 

communicating  with  the  client-- not  a  planned  or  group 
activity 

b.        For  rehabilitative  purposes  such  as  exercise  class 

C.  Activities  that  aro  i  or  moiiUil  st  iinu  la  I.  ion  <irifl 
provide  a  time  for  socialization  with  other  clients. 

d.  Activities  for  clients  with  mental  disorders  depends 
upon  type  of  disorder;  for  those  with  moderate 
disorders,  recommended  activities  are  things  such  as 
learning  work  habits,  crafts,  basic  housekeeping,  and 
physical  exercise.  For  more  severe  mental  disorders 
use  music,  provide  bright  objects  to  look  at.  and 
encourage  the  client  to  use  touch. 


4.  d 
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LESSON  PLIiN:  ^ 

COUtSB  TITLE:       WURSE  ASSISTANT 


UNIT      III     i       THE  CLIENT  

SCOPE  OF  UNIT: 

Thit  unit  deals  with  the  individual.  As  a  result  of  growth  and 
development,  significant  changes  occur  during  the  human  life 
cycle.  It  is  essential  that  the  nurse  assistant  be  aware  of 
the  physical  changes,  mental  changes  and  social  changes.  We 
will  discuss  various  health  related  problems  you  will  encounter 
daily.  This  unit  also  contains  information  regarding  mental 
confusiort  which  will  assist  you  in  understanding  how  to  deal 
with  the  copfMsed  client. 

INFORMATION  TOPIC:     III>17  OR  DEMONSTRATION: 

LIFE  CYCLE  I 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  NILL        ABLE  TO: 

1.  Identify  3  different  age  groups 

2.  Name  a   physical,    psychological   and   social  characteristic 
for  each  age  group  within  this  lesson. 


SUPPLEMENTARY  TEACHING/ LEARNING  ITEMS: 
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TEACHER  REFERENCES: 


introduction: 

This  lesson  will  tell  you  briefly  about  how  human  beings  grow 
and  develop  physicallyt  psychologically  and  socially  from  birth 
up  to  the  middle  adult  but  not  including  the  older  adult. 

A  brief  discussion  of  the  common  diseases  and  conditions  of 
illness  for  each  age  group  will  be  included  in  this  lesson  as 
well  as  some  things  yout  as  a  nurse  assistant,  can  do  when 
assigned  to  a  client. 

Remember  that  growth  and  development  occur  from  when  the  egg 
and  sperm  meet  to  death,  that  it  proceeds  from  simple  to 
complex,  from  head  to  foot  in  an  ordered  sequence  and  pattern 
and  is  uneven  with  rapid  and  slow  periods. 


228 


232 


\ 


LESSON  PLAN:  __12 

COURSE  TITLE:      NURSE  ASSISTAMT 


UNIT       III   .:       THE  CLIENT 


ERIC 


OUTLINE':    (Key  Points) 

A.    Terms  and  definitions: 

1.       Age  groups  (this  is  only  one  of  many  ways  to  separate 
and  name  age  groups) 

a.  Newborn  £.    young  adult 
1-30  days  18-25  years 

b.  Infant  g.  j^^^ix, 

1-18  months  25-45  years 

c.  Toddler/Preschooler  h.    Middle  adult 
1  1/2-6  years  45_65  years 

d.  Chliahood/Cchoolage  i.    Older  adult 
C-12  years  65-75  years 

v..    Adolescent  j.    Elderly  adult 

12-18  years  75    ears  + 

2-        ^»>7sical      pertain^nj  to  the  '^ody  and  its  function 

3.  Psychological  -  pertaining  to  behavior,  functions  and 
processes  of  the  mind 

4.  Social  -  living  according  to  standards  and  expecta- 
tions of  a  group  or  community 

5.  Diseases  or  conditions  of  illness  -  disorder  of 
vital  function  involving  any  structure,  part  or 
syitem  of  an  organism 

6.  Growth  -  change  in  a  person  that  can  be  measured  and 
occurs  in  a  steady,  orderly  manner. 

7.  Development  -  changes  in  a  person's  psyrhological  and 
social  functioning 

B.    Following  will  be  SOME  characteristics  of  each  age  group: 
1 .       Newborn : 

a.    Physical:     7  pounds  and  20  inches,  gains  6  ounces 
f       week,  head  1/4  of  body  length,  sees 
brightr^ess.  rsbponds  to  sound,  taste  and  .mell 
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b.  Psychological:    everyone  accepts  newborn  fitari-i«« 
sucks  instinctively,   develop?  aloSJ  spinal  "SJ^ 

c.  Social:  can  sleep  20  hours  a  day.  everyone 
accepts  newborn,  concentrates  on  faces.  ^^^'^o^e 

^'  liim^l  1  conditions  of  illness:  anoxia, 
congenital  defect  (cleft  lip).  colic.  birth 
injury,  jaundice,  hyaline  membrane 

lM"mov!if^;f  feeding,  arm  and 

leg  moveraents.  reaction  to  light  and  sound, 
sleeping  pattern,  keep  newborn  clean  and  dry 


Infant 


5  "    ^^'^^   weight    doubles    by    5  months 

deciduous    teeth    appear    5-7    months,    can    b2  36 

*\  "  "f"*^*"^'  «e  Closed  by  18 

months,    far    vision    well    developed,    mav  start 

lirtKl^^ttV  ^""B  over'.''<;rai?J.  ^IH 

self  up.  etc.  in  sequence 


b. 


Psychological  -  short  attention  span,  cries  for 
f,,;J  constant    care,    shows  emotion 

such     as      anger.      affection.      speech  starts 
recognizes  caregiver's  face  at  5  weeks  v/ith  smile! 

c.    Social    -     needs     to    be     touched,     people  like 
infants,  fears  strangers,  plays  better  alone 

^'    ?ifhf;"  K4"v   conditions     of     illness     -  colds, 
rashes,  chicken  pox.  diarrheas 


e. 


^^l  %  ^*^**y^d  -   o'^e^  comfort  measures 

for  teething,  keep  infant  clean  and  dry.  provide 

observe    for  safe 
conditions. 

Toddler/pre-school  child 

a.  Physical  -  bowel  then  bladder  training  should  be 
S«Jd  SoJhfffS  '  ye«rs  uses  large  mus'cles  f irs?? 
head  doubles  in  size,  first  permanent  tooth  in  by 

Lrff"'  ^"^^'^^  t«ll  and  50  pounds  by  6 

^'    f»J«f^i??^"^  "  i»it"es  adults  in  play,  curious. 
JJh  i^""*'     ^^ont^^y.     bossy.     attention  spaA 
lengthens.      afraid      of      dark.      fire  engines 
interested  in  numbers  near  6  yeirs.  engines. 
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Social  -  dependent  on  caregiver,  no  male/female 
discrimination  in  play,  correct  behavior  with 
**vhat  you  did  was  naughty**  NOT  **you  are  a  naughty 
girl"*,  boy  needs  male  model  .  ,  girl  need^ 
female     model  '   •     learns     to     listen  to 

directions,  nursery  school  develops  sociability, 
can  be  given  small  responsibilities,  conscience 
develops  at  end  of  this  age  group. 

d.  Diseases  or  conditions  of  illness  -  chicken  pox, 
diarrheas,  colds,  ear,  throat  and  nose 
infections,  accidents,  worms. 

e.  Nurse  assistant  should  -  protect  and  observe  to 
prevent  accidents  in  home  and  community,  keep 
food  and  hands  of  child  clear,  assist  brushing 
teeth,  assist  with  toileting,  keep  child  neat  and 
clean,  offer  opportunities  to  play  quietly  and 
with  others. 

Childhood/school  age 

Physical  -  energetic,  skin  now  "tough",  steady  growth 
with  more  rapid  growth  9-12  years  for  girls,  can  be 
45-60  inches  and  50-95  pounds  by  12  years,  well 
coordinated  by  12  years,  jaw  enlarges  to  accommodate 
all  permanent  teeth  by  12  years,  clear  speech 
^^veloys,  xefc  .r  right  handedness,  ayes  fini'^h 
growing  by  9  years,  leuhorrhea  may  be  first  sign  of 
impending  menstruation 

Psychological  -  develops  ego,  must  meet  success  at 
school ,  play  and  home,  imitates  adults,  uses 
imagination,  uses  intelligence  to  banish  fears, 
cautious,  special  talents  discovered  by  11-12  years, 
sexual  interests  start 

Social  -  plays  in  groups,  clubs,  games  with  rules, 
special  friends,  can  get  along  with  others,  can  be 
"wise  guy" 

Diseases  or  conditions  of  illness  -  stomach  aches, 
allergies,  vision  and  hearing  problems,  chicken  pox, 
colds,  accidents,  lice 

Nurse  assistant  should  -  stimulate  client  with  gamPs 
and  talk,  let  friends  be  with  client,  listen  to 
complaints,  inspect  for  lice,  remind  of  grooming. 
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Adolescent 


a.  Physical  -  rapid  growth-girls  finish  near  16 
years,  boys  almost  finished  by  18  years, 
menstruation  should  begin  by  16  years,  nocturnal 
emissions  of  seiuen,  secondary  sex  characteristics 
develop,  can  become  parents 

Some  secondary  sex  characteristics  in  girls  are: 
increase  in  breast  size,  appearance  of 
axillary  and  pi^bic  hair,  deeper  voice, 
widening  and  rounding  of  hips,  oily  skin  and 
hair 

Some  secondary  sex  characteristics  in  boys  are: 
penis  and  scrotum  slowly  enlarge  from  late 
childhood,  appearance  of  axillary,  pubic,  body 
and  facial  hair,  shoulders  widen,  neck 
thickens,  oily  skin  and  hair 

b.  Psychological  -  little  sense  of  responsibility 
for  sexual  impulses,  thinks  of  future,  reasons 
logically,  prepares  for  career,  accepts 
responsibilities  at  home,  school  and  work,  normal 
to  have  wide  swings  in  emotional  reactions  to 
changes,  must  be  good  at  something,  day  dreams, 
ego-centric,  self-identity  established, 
reexamines  value  systems 

c.  Social  -  needs  mono-sex  groups  and  bi-sex  groups, 
peers  are  important,  cliques,  moves  from  family 
to  friends,  intense  relationships,  experimenting 
with  life,  moving  from  dependence  to 
independence,  needs  privacy,  family  difficulties, 
needs  adult  to  listen 

d.  Diseases  or  conditiontt  of  illness  -  start  of 
auditory  nerve  deafness,  neuroses,  substance 
abuse  and  addiction,  depression,  accidents, 
occupational  hazards 

e.  Nurse  assistant  should  -  be  a  good  listener, 
provide  good  food,  encourage  client  to  care  for 
self 

Young  alult 

a.  Physical  -  females  finished  growth  and 
development,  males  may  continue  through  25  years, 
last  bone  at  base  of  skull  is  fused  by  21  years, 
skin  less  oily 
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b.  Psychological  •  -  formal  education  completed, 
responsibilities  of  life  assumed.  sex  identity 
established  by  18  years.  establishes  intimate 
relationships,  deepening  interests  in  art.  music, 
etc..  cares  for  others,  thinks  abstractly,  increases 
distance  from  parents,  uses  "things**  to  get  attention 

c.  Social  -  away  from  home-school,  apartment,  own  home, 
likes  parties,  travel,  new  friends  become  life-long 
friends,  sees  parents  now  as  individuals 

d.  Diseases  and  conditions  of  illness  -  substance  abuse 
and  addiction.  depression.  other  psychological 
illnesses,  venereal  diseases  including  AIDS, 
accidents,  mononucleosis,  acquired  diseases  start 
like:    hypertension,  heart  disease,  cancer,  etc. 

e.  Nurse  assistant  should  -  be  a  good  listener,  observe 
for  signs  of  abnormal  behavior,  physical  illness, 
respect  privacy  and  independence 

7.  Adult 


a.  Physical  -  skin  smooth,  hair  less  oily,  body  and 
bones  in  good  proportion  -  head  1/7  of  heiqht.  prime 
age  for  child  bearing  and  rearing,  starts  to  gain 
weight,  may  start  hearing  loss 

b.  Psychological  -  pati<»nt.  good  listener,  settles  'lown 
in  own  home,  gets  along  with  others,  copes  with 
life's  problems.  needs  companionship  in  work, 
neighborhood.  recreation.  distance  from  parents 
increases.  good  sexual  relationships.  questions 
direction  of  life  near  40  years,  may  make  changes  in 
career 


c.  Social  -  many  friends,  accepted  by  people,  family 
orientation  slowly  moves  to  outside  family 
orientation,  career  important,  money  important,  may 
care  for  parents  as  well  as  children,  divorce, 
remarriage 

d.  Diseases  and  conditions  of  illness  -  djabetes. 
substance  abuse  and  addiction,  degenerative  diseases 
start  (heart  and  circulation,  joint,  lung)  obesity, 
headaches  (migraine),  psoriasis.  AIDS. 

e.  Nurse  assistant  should  -  check  vital  signs,  encourage 
good  health  habits,  observe  for  signs  of  illness 
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7.    Middle  Adult 


a.  Physical  -  wrinkles  in  sun-expcsed  skin,  hair  turns 
grey,  menopause,  hearing  loss,  hyperopia,  weight 
gain.  Joint  stiffness,  tooth  and  gum  problems,  less 
sex  hormones,  body  shortens  due  to  calcium  loss  and 
muscle  shortening 

b.  Psychological  -  brain  cells  die.  less  patience  and 
energy,  fears  signs  of  aging,  worries  about  death,  is 
a  new  age  historically,  have  many  roles  in  life,  any 
crisis  begins  a  decline  (occupation,  death  of  spouse, 
poor  health),  sleep  disturbances,  boredom 

"    ^°^f  takes   up    interests  and 

hobbies,  family  main  interest.  needs  friends, 
volunteers,  enjoys  freedom.  can  be  parents  and 
grandparents  of  young  child 

d.  Diseases  and  conditions  of  illness  -  (medicine 
cabinet  tells  all)  arthritis,  diabetes,  hypertension, 
heart  and  lung  disease,  obesity.  degenerative 
disorders,  cancer  of  any  organ,  oral  problems, 
accidents 

e.  Nurse  assistant  should  -  observe  for  signs  of 
illness,  check  vital  signs,  encourage  good  health 
habits,  keep  environment  safe  and  comfortable. 

65  years  and  older  is  discussed  in  the  next  lesson 

Summary  and  Conclusions: 

1.    Terms  and  definitions 


2. 


Age  groups  with  some  of  physical,  psychological  and 
social  characteristics,  diseases  and  conditions  of 
illness  and  nurse  assistant's  role 


You  have  learned  that  a  human  being  grows  and  develops  rapidly 
in  the  early  years,  that  each  person  must  be  prepared  for  life 
as  a  contributing  member  of  society  and  that  the  body  slows 
down  during  the  later  years.  This  is  a  time  of  more  freedom 
and  enjoyment  of  travel  and  hobbies,  it  is  important  to  grow 
older  having  a  healthy  body,  a  sound  mind  and  to  be  surrounded 
by   friends    and  family. 
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LESSON  PLAN:  17 

COURSE  title:      nurse  ASSISTANT  

UNIT      III     :       THE  CLIENT  

CLASSROOM  DISCUSSION: 

!•    Nnen  do  you  think  one  is  at  his/her  prime  in  life? 

2.    Why  is   it   important  for   a  nurse  assistant   to   know  about 
changes  that  occur  in  adolescence? 

3«    When  is  th3  period  of  most  rapid  growth  and  development? 

4.  What  can  a  nurse  assistant  do  to  prevent  accidents  for  the 
various  age  groups? 

5.  When  is  most  intellectual  development  occurring? 

€.    When  does  a  person  start  leaving  the  family  for  a  life  of 
his/her  own? 

7.  When  is  the  best  time  for  child  bearing  and  rearing? 

8.  During  which  age  group  do  most  physical  difficulties  start? 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITY: 

1.  Discuss  with  students  their  feelings  about  becoming  adults. 

2.  Have    students   discuss    responsibilities    they   have   now  in 
life. 


LESSON  PLAN:  17 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT      III     :       THE  CLIENT  ~ 

EVALUATION  ITEMS: 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

 1.      The  average  weight  and  height  of  a  newborn  is  7 

inches  and  20  pounds. 

 2.      Newborns  and  adults  do  not  have  t\e  same  body 

proportions. 

 3,      The  newborn's  first  tootn  appears  sometime  afti^r  5 

months. 

 4,      An  adolescent  s  hormones  make  major  changes  in  the 

body  such  as  body  hair  and  menstruation. 

 5.      An  adolescent  rarely  has  disagreements  with  his/her 

parents  or  guardians. 

 6.      The  nurse  assistant  must  be  a  good  listener  to  an 

adolescent . 

 7.      Sex  identity  solidifies  at  the  start  of  young 

adulthood . 

 8.      Venereal  disease  and  degenerative  diseases  are  most 

common  during  young  adulthood. 

 9.      It  is  important  that  the  adult  settles  down  in  a 

career  and  home  life. 

 10.    The  adult  often  has  responsibilities  for  his/her  own 

family  and  his/her  parents. 

 11.    The  middle  adult  can  Live  responsibilities  for  own 

young  chilJten,  grandchildren  and  own  parents. 

 12.    The  middle  adult  can  enjoy  freedom  to  travel  and 

pursue  hobbies . 

Give  appropriate  ages  for  the  following  names  of  age  groups: 
 13 .  Newborn 


14.  Infant 


,15.  Toddler/preschool  child 

_16.  Childhood/8chool-age  child 

.17.  Adolescent 

_18.  Young  adult 

.19.  Adult 

.20.  Middle  adult 

.21.  Older  adult 

22.  Define  Growth 


23.    Define  Development 
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LESSON  PLAN:  17 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      in     :       THE  CLIENT 


ANSWERS 

TO  EVALUATION  ITEMS: 

1, 

F 

2 . 

T 

3^ 

T 

4« 

T 

5, 

F 

6. 

T 

7. 

T 

8. 

F 

9. 

T 

10. 

T 

11* 

T 

12. 

T 

13. 

1-30  days 

14. 

1-18  months 

15. 

1  1/2-6  years 

16. 

6-12  years 

17. 

12-18  years 

18. 

18-25  years 

19. 

25-45  years 

20. 

45-65  years 

21. 

65-75  years 

22. 

Growth  Is  changes 

23. 

Development  Is  cha 
and  social  functlo 
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LESSON  PLAN:  _18 

COURSE  TITLE:      KURSE  ASSISTANT 


• 


UNIT       III     :       THE  CLIENT  

SCOPE  OF  UNIT: 

This  unit  deals  with  the  individual.  As  a  result  of  growth  and 
development,  significant  changes  occur  during  the  human  life 
cycle.  It  is  essential  that  the  nurse  assistant  be  aware  of 
the  physical  changes,  mental  changes  and  social  changes.  We 
will  discuss  various  health  related  problems  you  will  encounter 
daily.  This  unit  also  con  ?ins  information  regarding  mental 
confusion  which  will  assist  you  in  understanding  how  to  deal 
with  the  confused  client. 

INFORMATION  TOPIC:     1 11-18  OR  DEMONSTRATION: 

LIFE  CYCLE  II 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Match  terms  presented  in  this  lesson  to  correct  definitions. 

2.  Identify  one  physical  sign  of  aging  from  each  body  system. 

3.  Match  health  problems  to  appropriate  doriniti^ns. 

4.  Identify  nursing  measures  to  help  the  aging  client  with 
certain  health  problems. 

SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:    The  Aging  Process:     Nursing  Care  Points  to  Remember 

2.  Trainex  filmstrip  #453:     "Physiology  of  Aging:  Physical 
Appearance  and  Special  Senses" 

3.  Trainex  filmstrip  #454:     "Physiology  of  Aging:    Changes  in 
Function  and  Capacity" 

4.  Concept  Media  filmstrip:    Perspectives  on  Aging.  Program  II. 
"Physical  Changes  and  Their  Implications" 

5.  Projector 

6.  Chalk  and  blackboard 

7.  Skeletorso 
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TEACHER  RESOURCES: 


IMTRODUCTION: 


Each  day  we  grow  older.  There  are  wany  theories  as  to  why  the 
process  occurs,  but  they  are  only  theories  Maybe  if  we 
SSeS  the  reason  for  the  aging  process,  some  ^^e  physical 
SiSns  could  be  slowed  down.  The  nurse  assistant  needs  to  be 
alTrl  of  What  changes  taKe  place  as  the  body  ages;  some  of 
chanaes  are  obvious;  some  occur  inside  the  body  and  are 
r;i;  t4«?Me  vet  can  influence  the  way  you  care  for  the  elderly 
not  visible.  ^^^^"".^Jiitant  also  needs  a  basic  knowledge  of 
lliTn  heJft^  roblers!'"hrrelated  signs  o^^^^J.  ixx„ess  to  be 
observed,  and  the  basic  nursing  care  that  follows. 
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LESSON  PLAN:  18 

COURSE  TITLE;       NURSE  ASSISTANT 


UNIT      III     ;       THE  CLIENT 


OUTLINE:     (Key  Points) 

I,        Terms  and  Definitions 

A.    Atrophy  -  decrease  in  size;  waste  away 


B.  Contracture  -  when  muscle  tissue  becomes  shortened 
because  of  spasm  or  paralysis,  either  permanently  or 
temporarily  -  Example:  footdrop 

C.  Expectorate  -  coughing  up  matter  from  respiratory 
tract  and  spitting  it  out 

Purulent  -  containing  pus 

E.  Sputum  -  waste  material  coughed  up  from  lungs  or 
trachea 

II.      Musculoskeletal  System  (HO  1)  CD-I 

A.  Aging  process 

1.  Muscular  weakness  -  muscles  gradually  wear  out; 
may  atrophy  due  to  disuse  from  inactivity — leads 
to  contractures 

2.  Bones  become  lighter  and  more  brittle 
3^     Stiffening  of  joints 

4.     Slumped  posture  due  to  deterioration  of  spine 

B.  Related  health  problems 

1.    Fracture      broken  bone 

a.  Signs  -  pain,  swelling,  bruising,  deformity 
and  possible  shortening,  loss  of  movement 

b.  Nursing  care  -  do  not  move  client,  stay  with 
client;  notify  charge  nurse  or  H.H.A. 
supervisor . 
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2.    Arthritis   -   inflammation  of   a    joint,    any  joint 
can  be  affected 


d.  Signs  -  pain,  redness,  swelling  in  joint  area, 
stiffners,  may  progress  and  cause  deformity  of 
joint 

(1)    Kuising  care  -  rest,  exercise  programs, 
heat;  no  known  cure 

3.  Cancer  -  growth  of  a'anormal  cells  into  a  tumor 
which  alters  the  normal  functioning  of  body 
tissues:  can  occur  anywhere  in  the  body 

a«  Signs  -  depend  upon  where  it  is  located;  but 
general  signs  include  unexplained  weight  loss, 
unusual  bleeding,  a  lump  or  sore  that  will  not 
heal,  change  ia  wart  or  mole,  difficulty 
swallowing,  change  in  bowel  or  bladder  habits 

(1)    Nursing  care  -  if  any  of  above  signs 

noted,  report  to  charge  nurse  or  H.H.A. 
supervisor:  client  needs  good  nutrition, 
skin  care,  hygiene,  emotional  support: 
some  forms  of  cancer  are  curable 


III.    Nervous  System 

A.    Aging  process  CD-2 

1.  Normal  aging  causes  some  shrinkage  of  the  brain, 
but: 

a.  Only  mild  f orgetf ulness,  no  gross  confusion 

b.  Only  mild  slowing  of  movement,  no  major  loss 
of  balance 

c.  Only  mild  impairment  of  sight  and  hearing 

d.  Only  mild  changes  in  urinary  function 

2.  Major  difficulty  in  any  of  the  above  functions  is 
the  result  of  disease^  not  normal  aging 
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B.    Nervous  system  disorders  in  the  elderly 

1 .  Major  mental  deterioration  (organic  brain 
syndrome)  -  serious  loss  of  memory,  confusion, 
poor  judgment,  impaired  ability  to  care  for  one's 
self  (because  of  loss  of  thinking  ability) , 
personality  change;  many  possible  causes,  some 
reversible  (such  as  effects  of  certain  drugs, 
toxic  chemicals,  thyroid  deficiency, 

malnutrition) ,  some  irreversible  (such  as 
Alzheimer's  disease^  which  is  a  disease  of  brain 
cells)  244  ^  , 
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a.  Delirium  (acute  brain  syndrome)  -  fluctuating 
confusion,  often  with  periods  of  drowsiness: 
often  reversible  by  removing  offending  drugs • 
or  by  treating  tho  underlying  cause ,  such  as 
pneumonia,  urinary  infection  or  alterea  blood 
chemistry 

b.  Dementia  (chronic  brain  syndrome)  -  more 
likely  to  worsen  progressively:  usually 
irreversible,  b^^t  occasionally  a  reversible  or 
curable  problem  is  found,  such  as  thyroid 
deficiency;  depressiion  in  an  older  person  can 
mimic  dementia:  Alzheimet^s  disease  is  the 
commonest  cause  of  dementia  in  the  elderly  (\D 
is  not  due  to  loss  of  oxygen  or  "hardening  of 
the  arteries'*) 

1.    Nursing  care  -  safety  mear^ures,  be  patient 
and  understanding,  treat  patient  as  a 
person,  8ups4y  social  and  emotional 
support:  ri^:kember  his/her  changed  behavior 
is  the  result  of  a  disease  process 

Stroke  (CVA.  cerebrovascular  ^^ccident,  loss  of  02 
to  brain  cells)  caused  by  sudden  damage  to  brain 
either  through  hemorrhage  from  an  artery  in  the 
brain  or  by  loss  of  blood  eupply  when  an  artery 
bringing  oxygen  to  the  brain  is  blocked. 

a.  Symptoms  aad  signs  may  be  transient,  (TIA*s) 
(lasting  tor  only  a  short  period  of  time)  or 
long- lasting  and  sometimes  permanent:  they 
include:  dizziness,  headache,  slurred  speech 
which  may  not  be  understandable,  weakness  in 
arm     and/or     leg     on     one  side  . 

difficulty  swallowi  ng,  incontinence  c  ur  ine 
or  stool,  loss  of  vision,  memory  loss,  and 
confusion 

1.    Nursing  care  -  good  hygiene  and  skin  care, 
assist  with  ROM  exercises,  B&B  retraining, 
emotional  support,  safety  precautions, 
help  with  nourishment 

Spinal  cord  injuries  -  damage  to  spinal  cord 
resulting  in  paralysis,  often  permanent 

a.  Paraplegia  -  paralysis  of  legs 

b.  Quadraplegia  -  paralysis  of  arms  and  legs 
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c.  signs  -  limbs  paralyzed  depend  on  level  of 
injury,  breathing  sometimes  impaired:  bladder 
and  bovel  often  paralyzed  (retention  or 
incontinence) 

1.    Nursing  care  -  good  hygiene,  ROM, 

position  changes,  B&B  retraining,  teach  how 
to  transfer,  emotional  support 

4.  Parkinson's  disease  -  a  disease  of  the  brain 
cells  which  control  movement;  often  responds  well 
to  drug  treatment  in  first  several  years;  signs 
include  slow,  short  steps,  shuffling,  tendency  to 
f  all ,  stooped  posture,  tremor  of  hands;  mental 
function  often  normal  but  sometimes  impaired; 
confusion  may  result  from  drugs  used  to  treat  the 
Park) nsonism 

5.  Multiple  scleroei?  -  a  disease  which  causes 
degeneration  in  the  brain,  spinal  cord  and  nerves 

a.  Signs  -  nara lysis  of  legs  and  arms,  numbness, 
incontinence,  blindness,  deafness,  speech  and 
mental  problems 

1.    Nursing  care  -  safety  measures,  skin  care 
B&B  training,  exercise  program:  no  known 
cure 


III.    Sensory  System  (CO-3) 
A.    Aging  process 

1.  Decline  in  smell  and  taste 

2.  Difficulty    in    distinguishing    colors,  increased 
light  requirements 

3.  Eyes  adjust  more  slowly  to  light  changes 

4.  Dryness  of  eye  (decrease  in  tears) 

5.  Peripheral  vision  narrowed 

6.  Progressive  hearing  loss  of  high  pitched  sounds 

7 .  Decreased  perception  of  pain,    heat,   and  cold  by 
touch 

8.  Decreased  finger  dexterity 

9 .  Decreased  reaction  time 
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B.    Related  health  probleiriB 

1.  Blindness  -  inability  to  see 

2.  Cataracts  -  lens  becomes  cloudy 

3.  Glaucoma  -  increased  pressure  within  eyeball 
causing  blindness  if  untreated 

4.  Deafness  -  inability  to  hear 

1.  Nursiag  care  -  adequate  lighting,  safety 
measures*  encourage  client  to  wear  corrective 
aids,  season  food  as  tolerated  and  as  physician 
has  ordered,  check  temperature  of  anything  before 
applying  to  client 

cardiovascular  System  (CD-4) 

A.  Aging  process 

1.  Artariosclerosis  -  blood  vessels,  especially 
arteries,  harden  and  thicken,  lose  elasticity 

2.  Atherosclerosis  -  fat  deposits  inside  arteries 
make  arteries  narrower 

3.  Congestive  Keart  Failure  -  decreased  amount  of 
blood  pumped.  Pumping  efficiency  of  heart  less 
effective,  edema  may  occur 

4.  Orthostatic  hypotension  -  inability  of  cardio- 
vascular    system    to    adjust     quickly    enough  to 
position  changes;  may  cause  dizzinons  and  lead  to 
fainting 

B.  Related  health  problems 

1,  Hypertension  -  due  to  narrow  and  lesR  elastic 
arteries,  heart  has  to  pump  with  greater  force 
causing  BP  to  rise 

a.  Signs    -    systolic    pressure    consistently  over 
160  or  diastolic  pressure  over  100 

1.    Nursing  care  -  monitor  BP  as  ordered 

2,  Heart  attack  -  due  to  arterial  walls  being  narrow 
and  rough,  clots  are  likely  to  form.  If  a  clot 
blocks  an  artery  of  the  heart,  those  cells  beyond 
the  blockage  will  die. 


a.  signs  -  chest  pressure  or  pain,  change  in 
pulse  rate  and  rhythm,  pain  in  left  arm  or 
jaw,  decreased  BP,  perspiration,  change  in 
respiration 

NOTE:  The  elderly  do  not  always  experience 
"chest  pain,  **  they  may  suffer  a  heart  attack 
and  not  even  know  it. 

1.    Nursing  care  -  report  to  charge  nurse 
immediately  of  any  of  the  above  signs 

3.  Congestive  heart  failure  (CHF)  -  heart  is  unable 
to  pump  adequate  amount  of  blood 

a.  Signs  -  change  in  pulse  and  respiratory  rate 
and  rhythm,  change  in  sound  of  respirations, 
shortness  of  breath,  edema  of  lower  extremities 

1.    Nursing  care  -  restrict  fluid  intake, 
observe  for  and  report  any  of  the  above 
signs 

4.  Pacemaker 

a.  A  mechanical  device  to  stimulate  the  heart  to 
beat  properly 

1.    Nursing  care  -  know  the  set  heart  rate  and 
report  to  charge  nurse  or  H.H.A. 
Supervisor  if  it  falls  below  that  rate; 
report  shortness  of  breath,  edema, 
irregular  pulse  rate,  or  dizziness 
to  charge  nurse  or  H«H.A.  Supervisor; 
report  any  skin  ^discoloration  or  pain  at 
pacemaker  site;  electrical  wires  of  the 
pacemaker  could  be  out  of  place  if  the 
client  hiccoughs — notify  charge  nurse  or 
H.H.A.  Supervisor. 

Respiratory  System  (CD-5) 

A.  Aging  process 

1 .  Lungs  do  not  expand  and  contract  as  well, 
therefore,  must  breathe  harder  and  longer 

2.  Shallow  breathing  due  to  chest  muscle  weakness 

3.  Cough  not  as  effective  due  to  muscle  weakness 

B.  Related  health  problems 

1.  Emphysema  -  elasticity  of  alveoli  in  lungs  is 
lost,  making  it  more  difficult  to  breathe;  air 
gets  in  but  is  hard  to  get  out  of  lungs;  leads  to 

lack  of  oxygen  in  blood,  difficulty  breathing  and 
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a.  Signs  -  shortness  of  breath,  dyspnea, 
increased  size  of  chest,  piirsing  of  lips 
(helps  get  air  out) 

1.    Nursing  care  -  avoid  fatigue;  give 

breathing  exercises;  force  fluids  to  keep 
secretions  liquid  and  easier  to  expector- 
ate; remember  safety  precautions  when  02 
is  in  use 

2.  Pneumonia  -  an  inflammation  of  the  lung,  fluid 
accumulates  in  alveoli  of  affected  area 

a.  Signs  -  chills,  fever,  chest  pain,  purulent 
sputum 

1«    Nursing  care  -  bedrest,  comfort  measures, 
needs  medical  Rx,  proper  nutrition 

Digestive  System  (CD-6) 

A.  Aging  process 

1.  Loss  of  teeth,  results  in  less  proper  food 
consumption;  diet  consistency  may  need  to  be 
changed. 

2.  Do  not  need  as  many  calories,  but  need  same 
nutrients. 

3.  Slower  movement  of  food  in  intecltine  due  to  poor 
muscle  tone;  can  cause  constipation 

4.  Excessive  intestinal  gas  due  to  #3 

B.  Related  he  .1th  problems 

1.  Diarrhea  -  frequent  passage  of  watery  stool  (BM) 

a.  Nursing  care  -  report  number  and  character- 
istics of  stools,  encourage  p.o.  liquids,  peri 
care/skin  care 

2.  Constipation  infrequent  passing  of  stool, 
resulting  in  hard,  dry  stool 

a.  Nursing  care  -  monitor  bowel  habits,  encourage 
liquids,  roughage  in  diet,  exercise 

3.  Impaction  -  stool  is  retained  and  becomes  harder 
and  drier;  more  stool  packs  into  the  rectum 
resulting  in  a  mass  that  cannot  be  passed 
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normally;  may  cause  irritation  and  excess  mucus 
formation  which  results  in  diarrhea  although 
impaction  remains 

a.  Nursing  care  -  manual  removal  of  impaction  by 
R.N.,  prevent  from  happening  again  through 
diet  and  exercise 

VIII.  Urinary  System 

A.  Aging  process 

1.  Bladder  opening  weakens,  resulting  in 
incontinence  and  dribbling. 

2.  Decrease  ia  bladder  muscle  tone  may  also  result 
in  urinary  retention  and  infections. 

B.  Related  health  problems 

1.  Retention  -  inability  to  empty  bladder 

a.  Nursing  care  -  monitor  frequency  and  amount  of 
urine  voided 

2.  Incontinence  -  inability  to  control  release  of 
urine 

a.  Nursing  care  -  monitor  bladder  habits,  assist 
with  bladder  retraining  program,  good  skin  care 

3.  Kidney  infection  -  caused  by  microorganism;  signs 
include  fever,  increased  pulse  and  respiration 
rate,  midback  pain,  changes  in  amount  and  color 
of  urine 

4.  Bladder  infection  -  caused  by  microorganism; 
signs  include  fever,  increased  pulse  and 
respirations  rate,  burning  sensation  when 
voiding,  frequent  voiding,  small  quantities  of 
urine  voided,  cloudy  urine,  bloody  urine 

a.  Nursing  care  -  encourage  proper  hygiene. 

Female*  after  voiding  or  stool,  wipe  front  to 
back 

IX.      Reproductive  System 
A.    f-ging  Process 

1.  Male  -  enlargement  of  prostate  gland;  decreased 
sperm  production 

2.  Female  -  menstruation  ceases;  dryness  of  vagina 
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3 .  Most  people  continue  to  need  means  of  sexual 
expression  either  by  association  with  another 
person  or  by  self-stimulation. 

B*    Related  health  problems 

Male  (CD-8A) 

a.  Prostate  gland  enlargement  -  occurs  in  60-70% 
of  all  men  over  age  50;  gland  is  located  at 
neck  of  bladder,  surrounds  urethra,  makes 
opening  smaller 

(1)    Signs:    Urinary  frequency,  nocturia, 
straining  in  order  to  empty 
bladder,  dribbling;  complete 
blockage  may  require  surgery 

b.  Foreskin  cleanliness  foi:  uncircumcised 

c.  Osteoporosis  and  implications  for  care. 
2.  Female 

a.  Prolapsed  uterus  -  ligaments  that  support 
uterus  weaken,  uterus  sags  down  in  vagina 

(1)    Signs:    uterus  actually  protrudes  out  of 
vagina,  feeling  of  fullness  in 
vagina,  urinary  frequency  or 
infection. 

C.  Osteoporosis  and  implications  for  care 
Endocrine  System 

A.  Aging  process 

1.  Less  hormone  production  -  insulin,  thyroxin, 
pituitary,  cortisone,  ACTH,  estrogen,  and 
testosterone 

2.  Muscle  weakness 

B.  Related  health  problems 
1.  Diabetes 

a.  Disease  in  which  pancreas  does  not  produce 
enough  insulin 

b.  Insulin  helps  control  the  use  of  sugar  by  the 
body 
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(1)  If  sugar  is  not  utilized  properly  it 
builds  up  in  the  blooa. 

(2)  Excess  sugar  passes  into  the  urine 

(3)  Water  is  needed  to  dilute  this  large 
amount  of  sugar;  therefore,  thirst  most 
frequent  complaint. 

(4)  When  the  body  cells  are  not  nourished  with 
sugar,  fats  are  then  broken  down  for 
energy,  acetone  is  a  by-product  of  this. 
Acidosis  then  develops. 

Signs  of  hyperglycemia 

(1)  Frequent  urination 

(2)  Excessive  thirst 

(3)  Weight  loss 

(4)  Headache 

(5)  Constant  hunger 

(6)  Fatigue 

Signs  may  be  more  severe  if  untreated. 

(1)  Flushed  face 

(2)  Heavy  breathing 

(3)  Fruity  breath 

(4)  Stupor 

(5)  Coma 

(6)  Death 

Diabetes  can  be  controlled  by  diet,  exercise, 
oral  medication  or  insulin. 

If  the  client  takes  insulin,  observe  for  signs 
of  hypoglycemia  if  he/she  takes  insulin  and 
does  not  eat.  vomits,  or  takes  too  much 
insulin;  these  signs  may  include: 

(1)  Headache 

(2)  Dizziness 
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^3)  Hunger 

(4)  Weakness  *  shakiness 

(5)  Sweating 

(6)  Disorientation 

(7)  Pallor 

(8)  Loss  of  consciousness 
e.  Nursing  care 

(1)  Good  hygiene 

(2)  Notify  nurse  of  need  for  nail  care. 

(3)  Protect  against  injury  to  legs  or  feet. 

(4)  Observe  for  signs  of  hypoglycemia  or 
hyperglycemia . 

(5)  Test  urine  for  sugar  and  acetone  and 
record. 

(6)  Make  sure  client  follows  prescribed 
diet. 

XI.      Skin  r.ystem  (CD-10) 

A.  Aging  process 

1.  Brittle  nails  -  nails  become  brittle 

2.  Sub-cutaneous    fat    is    lost    causing   a    client  to 
feel  cold. 

3.  Hair  grays  due  to  loss  of  pigmentation 

4.  Bruising  under  skin  due  to  fragile  blood  vessels 

5.  Skin  thins,   dries,   wrinkles  and  loses  elasticity 
iue  to  decrease  in  oils  and  water 

6.  Brown  spots  occur  especially  on  areas  exposed  to 
sua 

B.  Related  health  problems 

1.    Decubitus    ulcer    -    skin    tissue    breaks    down  at 
certain  points  on  the  body 
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a .  Causes  -  major  cause  is  pressure,  irritating 
substances  (wrinkled  sheets,  foreign  objects), 
poor  circulation,  wet  or  moist  skin 

b.  signs  -  redness,  cyanosis,  and  discoloration  of 
skin;  breaks  in  skin  over  bony  areas--skin  may 
open  as  a  sore 

(1)    Nursing  care  -  prevent  skin  breakdown  by  a 

position  change  every  two 
hours,  good  perineol  and  skin 
care  for  incontinent  client, 
adequate  fluid  and  diet 
intake. 

C.    General  nursing  care 

1.  Treat  skin  gently  to  avoid  tissue  damage 

2.  Wound  healing  takes  longer 

3.  Apply  lotion  to  bony  prominences  and  itchy  skin. 

XII.  Lymphatic  System  (CD-11) 

A.  Aging  process 

1.  Less  resistant  to  disease  and  infection 

2.  Wound  healing  takes  longer 

B.  Related  health  problems 
1.    Hodgkins  Disease 

XIII.  Summary  and  Conclusion 


A. 

Terms  and  definitions 

B. 

Musculoskeletal  system 

C. 

Nervous  system 

D. 

Sensory  System 

E. 

Cardiovascular  system 

F. 

Respiratory  system 

G. 

Digestive  system 

H. 

Urinary  system 
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I.    Reproductive  system 


J.    Endoc£ine  system 

K.    Skin  system 

L..  Lymphatic  System 

The  human  body  is  an  intriguing  structure  to  study. 
There  has  been  some  new  information  presented  here 
and  it  is  important  for  you,  the  nurse  assistant,  to 
be  aware  of  these  things  as  you  assist  the  R.N.  in 
giving  excellent  nursing  care  to  the  clients  in  your 
facility  or  H.M.C.A. 


LB880N  PLAN: 
COURSE  TITLE: 
UNIT      III  : 


NURSE  ASSISTANT 
THE  CLIENT 


CLASSROOM  DISCUSSION: 


INSTRUCTOR  NOTE:  Classroom  discussion  Items  and  answers  are 
Included  to  provide  the  instructor  with  an  optional  method  of 
quickly  reviewing  basic  anatomy  and  physiology. 

1.  Nhat  organs  make  up  the  musculoskeletal  system:  Muscles, 
bones,  and  joints 

What  are  the  functions?    Movement,  protection,  support 

2.  Nhat  organs  make  up  the  nervous  system:  Brain,  spinal 
cord,  and  nerves 

Nhat  are  the  functions?  Controls  and  coordinates  the  body 
activities 

3.  Nhat  organs  make  up  the  sensory  system?  Eyes,  ears,  nose, 
tongue,  and  skin 

4.  Nhat  organs  make  up  the  cardiovascular  system?  Heart, 
blood  vessels,  and  blood 

Nhat  are  the  functions?  Carries  nutrients  and  oxygen  to 
cells,  and  removes  wastes  (C02  and  dead  cells)  from  cells 

5.  Nhat  structure  make  up  the  respiratory  system?  Nose, 
mouth,  epiglottis,  pharynx,  larynx,  trachea,  lungs, 
bronchi,  bronchioles,  alveoli 

Nhat  are  the  functions?  Provides  oxygen  to  cells,  removes 
wastes  in  the  form  of  C02 

6.  Nhat  organs  make  up  the  digestive  system:  Mouth,  salivary 
glands,  stomach,  small  and  large  intestines,  rectum,  ^.iver 
gallbladder ,  pancreas 

Nhat  are  the  functions?  Ingests  and  prepares  food  for  use 
by  the  body  and  excretes  wastes 

7.  Nhat  organs  make  up  the  urinary  system?  Kidneys,  ureters, 
bladder,  urethra 

Nhat  are  the  functions?  Produces  urine,  removes  waste  from 
blood,  and  maintains  stable  balance  of  water  and  minerals 

8.  a  t^hat  organs  make  up  the  male  reproductive  system?  Testes, 

prostate,  penis,  urethra,  vas  deferens 
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8.b  What     organs     make     up     the     female     reproductive  system? 
Ovaries,  fallopian  tubes,  uterus*  vagina 

What  are  the  functions?  Reproduces  another  being  like 
itself  and  produces  hormones  that  give  each  sex 
diRtinguishing  characteristics 

What    glands    make    up    the    endocrine    system?  Pituitary, 
thyroid,  adrenal,  pancreas,  gonads  (testes  and  ovaries) 
What  are  the  functions?     Secretes  hormones  to  regulate  body 
processes    of    growth    and    development,    and    regulates  body 
functions 

10.  What  structures  make  up   the   integumentary  or   skin  system? 
Skins,  hair,  nails,  sweat  -  and  oil-producing  glands 

What  are  the  functions?  Protection,  regulates  body 
temperature,  excretes  wastes 

11.  What    are    the    organs    of    the    lymph    system?     Lymph,  lymph 
nodes,  tonsils,  and  spleen 

What  are  the  functions?  Produces  antibodies,  manufactures 
white  blood  cells,  and  filters  impurities  such  as  dead 
cells  and  bacteria 


CLASSROOM.   LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Divide  into  groups  of  five  and  discuss  observations  of  the 
aging  process  of  a  family  member  housed  oither  at  home  or 
in  a  long-term  care  facility. 
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LESSON  PLAN:  18 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  _LU. 


THE  CLIENT 


EVALUATION  ITEMS: 

Match  the  following  terms  and 
definitions  by  writing  the  letter 


health  problems  to  correct 
in  the  blank. 


1. 

Arthritis 

a . 

Coughing  up  matter  from  the 

r es p X rci  cor y  cr a c  c  ana 

spxucxny  x  ouc 

o  • 

I.  rom  xuii\|D  Ox   tr acneoi 

u  • 

i/eorsase  xn  ox*ef  waBue  away 

d. 

When  muscle  tifisuA  bAcomAS 

wUlIO  UX|grCI  UXUII 

or  paralysiSt  either 

?• 

Contracture 

permanently  or  temporarily 

O 

w  • 

Pontainino  dub 

^  W  At  W  a  X  AA  X  AA^      ||/  U  D 

9- 

Diabetes 

f . 

Inflammation  of  a  joint 

1  o 

i^xa  r  rnea 

g» 

virowtn  OX   aDnoxniax  cexxs 

xnto  a  cumox 

1 1 

Cilli|pny  S  elUa 

n  • 

oerious  XOB8  ox  memory* 

12. 

Expectorate 

confusion,  poor  judgment • 

impaired  ability  to  care  for 

13. 

Fracture 

one*s  self  (because  of  loss 

of  thinking  ability  (per- 

14. 

Hypertension 

sonality  change  due  to  many 

possible  causes  some  re- 

15. 

Multiple  sclerosis 

versible,  some  not 

16. 

Organic  brain 

i. 

Infrequent  passing  of  stool 

syndrome 

j. 

Disease  of  brain  cells  which 

17. 

Parkinson*  s 

control  movement 

18. 

Purulent 

K. 

Heart  is  unable  to  pump 

adequate  quantity  of  blood 

19. 

Sputum 

1. 

A  broken  bond 

0 


m.    Pancreas  does  not  produce 
enough  insulin 

n.    Blood  vessel  in  brain  either 
bursts  or  is  blocked 

o.    Disease  which  causes 
degeneration  in  brain, 
spinal  cord  and  nerves 

p.    Lens  of  eye  becomes  cloudy 

q.    High  blood  pressure 

r.    Frequent  passage  of  watery 
stool 

8.    Elasticity  of  alveoli  in 
lungs  is  lost 

0?^^'' ''ff       U%alii°''^"''  "'^""^  ""^^  statement  is  true. 

 fyjii^"?'  deformity  and  loss  of  movement  are 

signs  of  a  possible  fracture. 

 21.    As  a  person  ages,  hf.s/her  memory  and  reflexes  usually 

improve  signif icantl/. 

 22.    CVA  means  spinal  cord  injury. 

 23.    Paralysis  on  one  side  of  the  body  and  visual  problems 

■ay  be  signs  of  a  itroke. 

 24.    Alzheimer's  disease  is  curable. 
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As  someone  ages,  there  can  be  a  decline  in  ability  to 
smell  and  taste. 

— 26.    Blindness  may  result  if  glaucoma  is  untreated. 

— 47.    Arteriosclerosis  is  hardening  and  thickening  of  the 
arteries. 

— 28.    Narrow  arteries  causing  the  BP  to  rise  can  lead  to  a 
condition  known  as  hypotension. 

-._29.    Hiccoughs  could  be  a  sign  that  the  electrical  wires 
are  out  of  place  on  the  pacemaker. 

— 30.    A  person  with  emphys -ma  is  often  seen  pursing  his/her 
lips  when  exhaling. 

— 31.    Retention  is  th*  ability  to  empty  the  bladder. 
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_32.    Midback  Pc?in  bay  be  a  sign,  of  a  kidney  infection. 

33.    Prostate  gland  enlargement  is  a  common  occurrence  for 
men  over  age  50. 

J4.    When  fats  ate  broken  down,  acetone  is  a  by-product. 

35.  Preguent  urination,  constant  hunger,  fatigue,  fruity 
breath  are  all  signs  of  hyperglycemia. 

36.  Hypoglycemia  can  be  the  result  of  taking  too  much 
insulin. 

_37.    Diabetes  is  a  disease  that  cannot  be  controlled. 

_38.    Decubitus  ulcers  can  develop  from  lying  on  wrinkled 
sheets  for  a  long  period  of  time. 

39.    The  elderly  are  less  resistant  to  disease  and 

infection  because  the  lymph  system  does  not  function 
as  well. 
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LESSON  PL\N:  18 
COURSE  TITLE:       NURSE  ASSISTANT 
UNIT      III     ;       THE  CLIENT 
ANSWERS  TO  EVALUATION  ITEMS: 


1. 

f 

2  • 

e 

3 . 

a 

4 . 

rt 
w 

^  • 

6 . 

i 

7, 

d 

8. 

n 

9. 

n 

10. 

t 

11. 

8 

12. 

a 

13. 

1 

14. 

q 

15. 

0 

16. 

h 

17. 

j 

18. 

e 

19. 

b 

20. 

T 

21. 

P 

22. 

F 

23. 

T 

24 . 

F 

25. 

T 

26. 

T 

27. 

T 

28. 

F 

29. 

T 

30. 

T 

31. 

F 

32. 

T 

33. 

T 

34. 

T 

35. 

T 

36. 

T 

37. 

F 

38. 

T 

39. 

T 
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NURSING  CAUn   POINTS  TO  lUiMnMBHR 


HO  1 


The  Aging  Process:  Nursing  Care  Points  to  Rememhpr 

I.  Musculoskeletal  System 

1.  Observe  Cor  signs  of  injury  or  disorders  such  as 
bruises,  redness,  swelling,  complaints  of  pain,  etc. 

2.  Us^  good  safety  measures:     uncluttered  halls,  door- 
ways, etc.     Clean  up  spills,  avoid  hazardous 
conditions . 

3.  Encourage  use  of  safety  devices:  handrails, 
bedrails,  call  bells,  walkers,  etc. 

4.  Provide  aids  to  improve  circulation:  footrests, 
comfortable  chairs,  good  positioning  and  body 
alignment,  change  of  position,  supportive 
devices . 

5.  Encour;»ge  use  of  well-fitting  supportive  shoes. 

6.  Encourage  self-help  and  exercise  within  limits  of 
client's  capabilities  and  physician's  orders. 

7.  Use  care  in  handling  and  assisting:  avoid  bumping, 
bruising,  or  other  injuries. 

8.  Support  joints  in  positioning. 

9.  Assist  with  regular  ROM  and  other  exercises  as 
ordered . 

10.     Encourage  good  nutrition  including  foods  high  in 
protein  and  calcium.     Also  encourage  good  fluid 
intake . 

II.  •Nervous  System 

1.  Be  aware  of  need  for  good  communication  system.  Give 
clear,  simple  directions.     Use  aids  to  communicate, 
if  necessary,  such  as  pictures,  word  cards,  gestures, 
etc . 

2.  Use  reality  orientation. 

3.  Encourage  activity,  especially  in  small  groups. 

4.  Assist  with  ROM  and  other  exercises — coo:erate  with 
PT  department. 

5.  Provide  for  lehabilitation  measures  per  physician's 
orders . 

6.  Provide  a  safe,  secure  environment. 

7.  Offer  empathy,  reassurance  and  encouragement. 

8 .  Praise  even  small  successes . 

9.  Several  short  periods  of  activity  should  be 
encouraged,  instead  of  one  long,  overtiring  period. 

III.  Cardiovascular  System 

1.     Observe  for  signs  and  symptoms  such  as  edema,  shcJrt- 
n^ss  of  breath,  pulse  irregularity,  cyanosis 
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2.  See  that  client  avoids  use  of  garters,  tiglit  fitting 
clothing^  and  positions  which  restrict  circulation. 

3.  Turn  and  reposition  client  frequently.  Elevate  his/ 
her  extremities  for  better  circulation. 

4.  Provi<?     good  skin  care.     Avoid  pressure  areas  when 
positioning  client. 

5.  Prevent  bumps  and  bruises. 

6.  See  that  client  uses  support  hose,   if  indicated  and 
ordered • 

7.  Prevent  exposure  of  client  to  infection. 

8.  Discourage  overeating.     Have  client  avoid  salty 
foods  and  snacks. 

9.  Encourage  exercise,  or  give  ROM  exercises. 

IV.  Sensory  System 

1.  Prov'oc  good  light  for  client. 

2.  Short  periods  of  "eye  work"  such  as  reading,  handwork 
should  be  encouraged  to  avoid  eye  strain. 

3.  Keep  client's  glasses  clean. 

4.  Provide  uncluttered,   safe  environment, 

5.  Check  client's  earB  for  wax--keep  them  clean. 

6.  DO  NOT  use  sharp  objects  such  as  hairpins.  Q-tips. 
etc.   to  clean  ears. 

7.  Report  earwax  or  otiier  obiiorva tionn   to  charge  nurno. 

8.  Learn  how  to  operate  hearing  aids  and  encourage  the 
client  to    se  one.   if  needed. 

9.  Keep  the  helpless  client's  nose  clean. 

10.  Provide  easy-access  conlaiiior  for  disponing  of 
Boi led  t issues . 

11.  Provide  good  oral  hygione  for  all  clients,  but 
Giipecially  for  the  helpless.     Encourage  fluids. 

12.  Use  good  feeding  techniques  and  check  temperature  of 
food  before  feeding. 

V.  Respiratory  System 

1.  Avoid  exposing  client  to  colds  and  other  respiratory 
infections. 

2.  Use  good  handwashing  procedure. 

3.  Observe  for  and  report  symptoms  such  as  difficult 
breathing*  coughing,  rattling  lung  sounds*  etc. 

4.  Encourage  deep  breathing  when  possible.  Position  to 
aid  breathing  -  reposition  frequently. 

5.  Avoid  overtiring.  but  encourage  exercise. 

6.  Discourage  smoking. 

7.  Encourage  fluids  and  juices. 

8.  Avoid  sudden  temperature  clinngos.  Use  oweatore.  lap 
blankets*  etc.  during  winter  and  when  air  condition- 
ing is  in  use. 
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VI.      Digestive  System 


1.  Promote  jood  oral  hygiene--observe  oral  cavity  and 
gums*  denture  fit*  etc. 

2.  Observe  for  symptoms  and  complaints  such  as  nausea, 
pain,  distention,  "heartburn",  loss  of  appetite, 
constipation,  diarrhea,  etc. 

3.  Use  good  dietary  prc*^dures--encourage  a  balanced 
diet  and  allow  plenty  of  time  for  client  to  eat. 
Encourage  self-feeding.    Use  assistive  utensils  if 
needed. 

4.  Offer  and  encourage  adequate  fluids. 

5.  Encourage  good  toilet  habits.    Toilet  regularly. 
Give  privacy,  insure  safety. 

6.  Encourage  exercise  and  interest  in  activity. 


VII.  Urinary  System 

1      Provide  for  regular  toileting^-remind  client  or  take 
him/her  if  necessary.    Allow  for  privacy  and  insure 
safety. 

2.  Provide  incontinent  care  and  pericare/catheter  care. 

3.  Implement  and  support  bladder  training  program. 

4.  Offer  encouragement--avoid  ridicule  of  incontinent 
client.    Keep  dry — change  soiled  clothing. 

5.  Note  amount,  color,  odor  and  anything  unusual  about 
urinary  output. 

6.  Observe  for  complaints  of  pain,  burning,  frequency, 
etc. 

7.  Obs  ^ve  male  client  for  inability  to  void,  scrotal 
swex^ing*  etc. 

8.  Insure  adequate  fluid  intake,  especially  water. 
"Push"  fluids  if  indicated.    Record  accurate  intake 
and  output  measurements  when  ordered. 

VIII.  Reproductive  System 

1.  Observe  for  signs  of  disorders: 

Female  -  genital  swelling,  redness,  itching,  infected 
glands,  vaginal  discharge,  bleeding  and 
odors 

Male  -  urinary  symptoms,  especially  inability  to 
void,  scrotal  swelling 

2.  Keep  genitalia  clean,  especially  uncircumcised  male 
foreskin. 

IX.  Endocrine  System 

1.  Encourage  good  nutrition:  balanced  diet. 

2.  Work  with  the  diabetic  to  understand  importance  of 
diet,  treatment,  and  exercise. 
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3.  Observe  for  injury,  sores,  etc.  especially  the 
diabetic. 

4.  Keep  client  clean,  especially  good  foot  care. 

5.  Nail  trimming  of  diabetic  should  be  done  only  by  R.N. 

X.  Integumentary  (Skin)  System 

1.  Maintain  close  observation  ot  skin  condition, 
pressure  points,  and  signs  of  skin  problems. 

2.  Provide  good  skin  care,  keep  client  dry  and  clean, 
use  lotion,  backrubs  with  special  attention  to  bony 
prominences. 

3.  Avoid  pressure  areas  -  turn  and  position  frequently, 
at  least  every  two  hours. 

4.  Use  supportive  devices:     pillows,   "egg  carton"  or  air 
mattress,  sheepskin,  heel/elbow  pads. 

5.  Regular  bathing  with  attention  to  skin  folds, 
perineal  area,  scalp,  feet.    Avoid  extremes  of  water 
temperature.     Remove  soap  by  rinsing. 

6.  Avoid  injuries,  bumping,  bruising,  skin  tears. 

7.  Encourage  good  nutrition  -  adequate  fluid  intake. 

8.  Encourage  exercise. 

9.  Avoid  tight  clothing  such  as  garters  and  restraints. 

XI.  Lymphatic  System 

1.  Avoid  injury  to  client  and  exposure  to  colds  and 
other  infection. 

2.  Note  healing  of  sores,  injuries. 

3.  Observe  for  glandular  cwelling.  especially  of  neck, 
underarms,  groin. 

4.  Report  complaints  of  pain. 


Developed  by  Ruth  Shultz.  R.N.     Used  with  permission. 
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LESSON  PLAN:  19 

COURSE  TITLE:       NURSE  ASSISTANT 


ERIC 


UNIT       III     ;       THE  CLIENT  . 

SCOPE  OF  UNIT: 

This  unit  deals  with  the  individual.  As  a  result  of  growth  and 
development,  significant  changes  occur  during  the  human  life 
cycle.  It  is  essential  that  the  nurse  assistant  be  aware  of 
the  physical  changes,  mental  changes  and  social  changes.  He 
will  discuss  various  health  related  problems  you  will  encounter 
daily.  This  unit  also  contains  information  regarding  mental 
confusion  which  will  assist  you  in  understanding  how  to  dea"^ 
with  the  confused  client. 

INFORMATION  TOPIC:     I II- 19  OR  DEMONSTRATION: 

DEATH  AND  DYING 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1«    Define  terms  presented  in  this  lesson. 

2.  Identify  factors  that  affect  a  person's  attitude  about 
death. 

3.  List  the  five  stages  of  dying. 

4.  Recognize  key  points  of  psychological  and  spiritual  needs  of 
the  dying  client. 

5.  Identify  specific  physical  changes  associated  with  the  dying 
process . 

6.  Liet  four  nursing  care  measures  to  comfort  the  dying  client. 

7.  List  five  signs  of  death. 

8.  Identify  key  points  in  the  care  of  the  body  after  death. 

9.  Recognize  the  nurse  assistant's  feelings  toward  death. 

SUPPLEMENTARY  TEACHING/ LEARNING  ITEMS: 

1.  Trainex  filmstrip  #155:     "Spiritual  Needs  of  the  Patient" 

2.  Trainex  filmstrip  #403:      "Care  of  the  Patient  Wlio  is  Dying" 

3.  Concept  Media  Filmstrip:     "Perspectives  on  Dying."  Program 
II.  "Psychological  Reactions  of  the  Dying  Person" 


'"2  Go 


TEACHER  RESOURCES: 


INTRODUCTION: 


Caring  for  a  dying  client  can  be  one  of  the  greatest  challenges 
of  a  health  care  worker.  Even  though  we  are  well  aware  that 
all  life  must  end  in  death,  we  tend  to  avoxd  thinking  about 
this  until  we  are  actually  faced  with  the  situation.  Today's 
life  span  has  been  increased  with  the  coming  of  improved  health 
care  and  medications,  however,  death  is  still  the  last  learning 
experience.  It  is  very  important  that  you.  as  a  nurse 
assistant,  f  »rm  your  own  feelings  about  death  so  you  can 
comfort  and  assist  the  dying  client  and  his/her  family. 

This  lesson  will  assist  you  in  that  by  identifying  the  stages 
that  a  client  and/or  the  family  faced  with  a  terminal  illness 
may  go  through.  We  will  also  discuss  i-he  psychological, 
spiritual  and  physical  needs  of  the  dying  client  and  how  to 
determine  when  a  client  is  near  death. 
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LESSON  PLAN: 


19 


COURSE  TITLE: 


NITRSE  ASSISTANT 


UNIT 


III 


THE  CLIENT 


OUTLINE:     (Key  Points) 


I. 


Terms  and  Definitions 


A.  Death  -  permanent  stoppage  of  all  vital  functions  of 
the  body 

B.  Postmortem  -  after  death 

C.  Rigor  mortis   -  temporary  rigidity  of  muscles  of  the 
body  occurring  after  death. 

II.  Factors  Affecting  Attitudes  About  Death 

A.  Personal  experience 

B.  Culture 

C.  Religion 

D.  Age 

III.  Five  Stages  of  Dying  (as  identified  by  Elisabeth  Kubler- 
Ross)     (Can  be  applied  to  any  loss) 

A.  Denial 

1.     Individual    refuses    to    believe    he/she    is  dying. 


The  person  thinks,  "No,  not  me." 

2.    The  NA  needs  to  be  available  to  the  client;  allow 
him/her  to  deny  impending  death.    Just  listen. 


1.  Individual  is  envious  and  resentful  of  those  who 
have  life  and  health;  it  is  directed  at  those 
around  him/her;  the  person  thinks,  "Why  me?" 

2.  The  NA  must  accept  the  anger  if  it  is  in  an 
acceptable  form.  Realize  it  is  not  directed  at 
you. 


B.  Anger 
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C.  Bargaining 

1.  Individual  tries  to  gain  more  time;   usually  done 
with  God;  the  person  thinks,  "Yes,  me,  but  ..." 
looks    for    new    "cures. "     Tries    anything    to  get 
well. 

2.  The  NA  should  understand  the  client  is  trying  to 
buy  more  time;  he/she  is  beginning  to  accept  the 
reality  of  his/her  fate. 

D.  Depression 

1.  Individual  is  very  sad  and  mourns  over  things 
he/she  will   never   do;    the   person   thinks,  "Yes, 


2.  The  NA  should  not  try  to  cheer  up  the  client. 
Realize  that  the  client  is  mourning.  N.A.  should 
listen  or  be  nearby  to  make  occasional  contact. 

E.  Acceptance 

1.  Individual  experiences  peace  and  calm;  is  ready 
to  accept  death.  Reaching  this  stage  of 
acceptance  does  not  mean  that  the  time  of  death 
is  near.  Many  elderly  clients  have  reached  this 
point.  Resignation  -  not  a  true  acceptance; 
giving  up. 

2.  The  NA  should  assure  the  client  that  he/she  will 
be  given  the  best  nursing  care  possible. 

F.  It  is  desirable  for  dying  clients  to  progress  through 
the  five  stages;  the  client  may  never  get  beyond  a 
certain  stage  or  he/she  may  move  back  and  forth 
between  stages.  Some  clients  remain  in  one  stage 
until  death.    He/she  may  never  reach  acceptance. 

G.  The  client's  family  may  also  experience  the  same 
stages  of  mourning  that  the  client  is  going  through. 

1.  They  too  are  trying  to  prepare  for  the  impending 
death. 

2.  The  support  to  be  offered  by  the  NA  is  very  much 
like  that  for  the  client. 

3.  Being  available  to  just  listen  is  most  important. 

IV.      Psychological  and  Spiritual  Needs  CD-I;  CD-3 

A.  The  NA  needs  to  use  two  Important  aspects  of 
communication  when  dealing  with  the  dying  clients. 
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1«  Listening  the  client  is  the  one  who  needs  to 
talk:  may  be  encouraged  to  discuss  his/her 
feelings,  concerns  and  worries  by  the  presence  of 
one  who  will  listen 

2.  Touch  -  conveys  caring  and  concern  to  the  client 
when  words  cannot;  reaffirms  the  client's 
huroanness;  mere  presence  at  bedside  is  important. 

B.    The  NA  must  respect  the  client's  spiritual  needs. 

1.  Assist  in  obtaining  spiritual  guidance  for  the 
client  who  may  wish  to  see  a  priest*  rabbi«  or 
minister  or  other  spiritual  advisors. 

2.  Provide  privacy  during  spiritual  moments  and  show 
courtesy  when  clergy  visits. 

3 .  Assistance  in  obtaining  spiritual  support  may  be 
needed  by  the  family  at  the  i?imediate  time  of 
death. 

V.        P^ycical  r.V 

A.  The  process  of  dying  may  involve  a  few  minutes/hours 
or  it  may  take  days  or  weeks.  There  is  a  general 
slowing  down  of  body  functions  and  changes  in  the 
level  of  consciousness. 

B.  specific  changes 

1.  Vision  becomes  blurred  and  gradually  fails; 
increased  amounts  of  secretions  accumulate  in  the 
corners  of  the  eyes. 

2.  speech  becomes  more  difficult. 

3.  Hearing  is  one  of  the  last  senses  and  functions 
to  be  lost. 

4.  Mucus  may  accumulate  in  the  mouth  as  the  client 
is  unable  to  swallow. 

5.  Urinary  and  stonl  incontinence  may  develop  or 
urinary  retention  and  constipation. 

C.  Nursing  care  measures  to  comfort  the  dying  client 

1.  Room  should  be  well-lighted«  but  bright  lights 
and  glare  should  be  avoided. 

2.  Give  good  eye  care. 
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3.  Even  though  It  nay  be  difficult  for  the  client  to 
speak,  you  should  still  talk  to  him/her;  ask 
questions  so  he/she  can  answer  vith  a  simple  yes 
or  no. 

4.  Speak  in  a  normal  voice — do  not  whisper;  keep  in 
Bind  that  the  client  nay  still  be  able  to  hear. 
Do  not  say  things  that  you  would  not  want  to 
client  to  hear.  Offer  reassurance  and  give 
explanations. 

5.  Oral  hygiene  is  very  important. 

6.  Give  good  peri  care;  keep  client  clean  and  dry. 

7.  Good  skin  care  and  frequent  position  changes; 
good  body  alignment  and  supportive  devices  will 
help  client  feel  more  comfortable. 

8.  Report  to  charge  nurse  if  client  appears  to  be  in 
pain  or  complains  of  pain. 

signs  of  Death 

A.  Eyes  have  a  glossy  appearance,  stare  into  space. 

B.  Movement,  muscle  tone  and  sensation  are  lost.' 

C.  Peristalsis  slows  down.  noted  by  abdominal 
distention.  incontinence.  impaction.  nausea  and 
vomiting. 

D.  circulation  fails  and  body  temperature  rises,  client 
feels  cool,  appears  pale,  and  perspires  heavily. 
Arms  and  legs  become  cyanotic/mottled. 

E.  Pul:;a  is  fast,  weak  and  irregular;  BP  begins  to  fall. 

F.  Respirations  fail  -  become  very  slow;  cheyne-Stokes; 
or  rapid  and  shallow 

6.  Mucus  collects  in  the  client's  throat  causing  a  sound 
called  the  "death  rattle." 

H.  Level  of  consciousness  varies — srom  drowsy,  stupor 
(may  still  be  aroused).  to  coma  (loss  of 
consciousness).  Some  people  do  not  lose 
consciousness  until  the  moment  of  death. 

I.  The  client  is  pronounced  daad  when  there  is  absence 
of  a  pulse,  respirations  and  blood  pressure.  The 
pupils  are  fixed  and  dilated. 
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VII.  Cara  of  the  Body  After  Death  (CD-2) 

A.  Use  the  facility's  procedure. 

B.  Proper  care  is  needed  after  death  to  maintain  good 
appearance  of  the  body  and  prevent  damage  to  the  ekin. 

C.  Treat  the  body  with  reepect. 

D.  Rigor  mortis  is  the  stiffness  or  rigidity  of  skeletal 
muscles  that  occurs  after  death:  it  will  occur  within 
two  to  four  hours  after  death. 

E.  Close  the  eyes,  using  eye  lashes,  remove  equipment, 
bathe  soiled  parts,  replace  soiled  dressings,  and  put 
dentures  in  a  labeled  container. 

F.  Valuables  and  personal  possessions  should  be  gathered 
for  the  family. 

O.  Cover  the  body  to  the  shoulders  with  a  sheet  if  the 
family  is  to  vIpw  the  body. 

H.    Provide  privacy  for  family  when  they  visit. 

VIII.  The  Nurse  Assistant's  Feelings  Toward  Death  (CD-2) 

A.  Learn  to  express  feelings  to  someone  (friends, 
family,  co-worker) 

B.  Realize  you  are  a  person  with  emotions  and 
feelings — it  is  okay  to  feel  sad  when  someone  you 
care  about  dies. 

C.  No  one  has  the  answer  to  how  to  deal  with  death — it 
is  an  experience  of  which  we  are  unsure  oi  the 
outcome. 

IX.  Summary  and  Conclusion 

A.  Terms  and  definitions 

B.  Factors  affecting  attitudes  about  death 

C.  Five  stages  of  dying 

D.  Psychological  and  spiritual  needs 

E.  Physical  needs 

F.  Signs  of  death 

^  0.    Care  of  the  body  after  aeath 

H.    The  NA's  feelings  toward  death 
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/ou  have  learned  about  the  etagfc  people  yo  through  when  faced 
with  a  lo^s— a  life,  loved  ones,  a  ''od/  part,  even  a  pet.  You 
must  not  forget  that  a  dying  person  needs  to  be  Kept  clean  and 
comfortable  and  have  company  until  the  end  of  life.  it  is 
important  that  you  discuss  your  feelings  about  death  with  a 
friend  or  your  supervisor. 
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LESSON  PLAN:  19 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      111     :       THE  CLIENT 


CLASSROOM  DISCUSSION: 

1.  Nhat  can  a  CNA  do  to  help  ease  the  emotional  pain  for  the 
client  and/or  family? 

2.  Row  do  you  feel  about  performing  physical  care  for  a  post- 
mortem client? 

3.  1£  a  member  of  your  family  was  dying,  how  would  you  expect 
them  to  be  treated? 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITIES: 

Have  students  write  down  their  feelings  about  death  by 
answering  these  questions: 

1.  If  you  only  had  one  more  day  to  live,  how  would  you  spend 
it? 

2.  Where  would  you  rather  die,  in  a  hospital,  nursing  home  or 
at  home? 

3.  How  does   the  age  of  a  person  affect  your  feelings  about 
death? 

a.       Have  students  write  a  "Letter  to  Death". 
Share  with  class  only  if  desired. 
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LESSON  PLAN:  19 

COURSE  TITLE'.       NURSE  ASSISTANT 


UNIT       III     :       THE  CLIENT 


2. 


EVALUATION  ITEMS: 
1.       Define  the  following  terms. 

a.  Death 

b.  Postmortem 

c.  Rigor  irortis 

^(clllll  t!!!\ ^^' '''''' /  attitude  about  death  are: 

(Circle  the  letter  of  the  correct  answer.) 

a.  Culture 

b.  Age 

c.  Religion 

d.  All  of  the  above 

KibUr-RMs.""  "     Ideatleled  by 

a. 

b. 

c. 

d. 

e. 

«"„;.f''.^°.*.  w"^®  "T"  if  the  statement  is  true, 

or    r    It  It  is  false. 

  4.    Listening  and  touch  are  two  important  aspects  of 

communication  when  dealing  with  the  dying  client. 

  5.    The  NA  should  provide  privacy  during  spiritual 

■oments  and  show  courtesy  when  clergy  visits. 

  6.    Vision  usually  improves  during  the  dying  process. 

 Hearing  is  one  of  the  fiLst  senses  to  be  lost. 

  8.    Urinary  and  stool  incontinence  may  develop  during 

the  dying  process. 


9«        List    four    nursing    care   measures    to    comfort    the  dying 
client . 


d. 
b. 
c. 
d. 

10.  List  five  signs  of  death, 
a. 
b. 
c. 
d. 
e. 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

 11.  Rigor    mortis    will    not    occur    until    12    hours  after 

death. 

 12.  Treat  the  body  with  re  pect  when  caring  for  it  after 

death. 

 13.  The     body    should     be     bathed    and     soiled  dressings 

changed  after  death. 

 14.  It  is  not  appropriate  for  the  NA  to  show  any  emotion 

after  a  client  dies  since  this  will  upset  co-workers 
and  other  clients. 

 15.  It:    is    important   for    the   NA   to    be   able   to  express 

his/her  feelings  toward  death  to  someone  close  to 
him/her. 
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LESSON  PLAN:  19 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT       III     :       THE  CLIENT 


ANSWERS  TO  EVALUATION  ITEMS: 

!•       a.    Death  -  permanent  stoppage  of  all  vital  functions  of 
the  body 

b.  Postmortem  -  after  death 

c.  Rigor  mortis  -   temporary  rigidity  of  the  muscles  of 
the  body  occurring  after  df.ath 


2. 

a 

3. 

a. 

Denial 

b. 

Anger 

c . 

Bargaining 

d. 

Depression 

e. 

Acceptance 

4. 

T 

S. 

T 

6. 

F 

7. 

F 

8. 

T 

9. 

The 

student  may 

a . 

Room  should 

glare  should  be  avoided. 

b.  Give  good  eye  care. 

c.  Even  though  it  may  be  difficult  for  the  client  to 
speak  you  should  still  talk  to  him/her;  ask  questions 
so  he/she  can  answer  with  a  simple  yes  or  no. 

d.  Speak  in  a  normal  voice — do  not  whisper;  keep  in  mind 
that  the  client  may  still  be  able  to  hear .  Do  not 
say  things  that  you  would  not  want  the  client  to 
hear.    Offer  reassurance  and  give  explanations . 

e.  Oral  hygiene  is  very  important. 

f.  Give  good  peri  care;  keep  client  clean  and  dry. 

g.  Good  skin  care  and  f  res.  .ent  position  changes;  good 
body  alignment  and  supportive  devices  will  help 
client  feel  more  comfortable. 

h.  Report  to  charge  nurse  if  client  appears  to  be  in 
pain  or  complains  of  pain. 
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10. 


Th^^  student  may  list  any  five  of  the  following: 


a.  Eyes  have  a  glossy  appearance,  stare  into  space. 

b.  Movement,  muscle  tone  and  sensation  are  lost. 

c.  Peristalsis  slows  down,  noted  by  abdominal 
distention.  incontinence,  impaction,  nausea  and 
vomiting. 

d.  Circulation  fails  and  body  temperature  rises.  Client 
feels  cool,  appears  pale,  and  perspires  heavily. 
Arms  and  legs  become  cyanotic/mottled. 

e.  Pulse  is  fast,  weak  and  irregular:  BP  begins  to  fall. 

f.  Respirations  fail  -  become  very  slow;  Cheyne-Stokes; 
or  rapid  and  shallow. 

g.  Mucus  collects  in  the  client *s  throat  causing  a  sound 
called  the  **death  rattle." 

h.  Level  of  consciousness  varies — from  drowsy,  stupor 
(may  still  be  aroused),  to  coma  (loss  of 
consciousness).  Some  people  do  not  lose 
consciousness  until  the  moment  of  death. 

1.  The  client  is  pronounced  dead  when  there  is  absence 
of  a  pulse,  respirations  and  blood  pressure.  The 
pupils  are  fixed  and  dilated. 

11.  F 

12.  T 

13.  T 

14.  F 

15.  T 
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LESSON  PLAN:  20 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      IV       t  SAFETY  

SCOPE  OF  UNIT: 

This  unit  covers  all  aieae  of  safety.  It  refers  to  specific 
neasuras  to  be  aware  of  regarding  clients,  the  environment, 
particular  safety  devices,  as  well  as  the  role  of  the  nurse 
assistant  in  fire  and  disaster  safety.  The  prevention  and 
control  of  infection  are  also  considered  safety  measures.  It 
is  vital  to  our  clients'  well-being  to  prevent  communicable 
diseases  in  our  facilities. 

INFORMATION  TOPIC:  IV-20  OR  DEMONSTRATION: 

SAFETY  MEASURES  FOR  THE  CLIENT  AND  THE  ENVIRONMENT 

(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Identify  which  clients  require  specific  safety  measures. 

2.  Identify  nursing  care  measures  in  client  safety. 

3.  List  two  reasons  for  applying  safety  devices. 

4.  Identify  and  describe  at  least  four  safety  devices. 

5.  Demonstrate  or  describe  the  use  of  each  safety  device. 

6.  Identify  how  often  a  restrained  client  shall  be  checked  and 
how  often  restraints  are  released. 

7.  Identify  measures  to  provide  a  safe  LTC  environment. 
SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:    Safety  Devices 

a.  Bed  with  side  rails  d.  Wrist/ankle  restraints 

b.  safety  vest  or  jacket  e.  K  tten 

c.  Poeey/safety  belt 

2.  HO  2:    Hydraulic  lift  and  Transfer  belt 
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TKACHRR  RESOURCES: 


INTRODUCTION: 


Safety  is  a  basic  need  of  every  human.  The  LTC  client  is 
frequently  dependent  upon  the  caregiver  to  provide  safet/  for 
hin  or  her.  It  is  a  reeponsibnity  of  the  NA  to  monitor  for 
and  report  anything  that  may  lead  to  an  accident  or  injury  of  a 
client «  visitor «  or  staff  member. 

There  may  be  instances  in  caring  for  the  client  in  the  long 
term  care  facility  when  equipment  must  be  used  to  he7.p  keep  the 
clients  safe.  Restraints  should  be  used  only  vher  all  other 
measures  to  keep  the  client  safe  have  failed.  Evan  when  the 
client  may  be  confused*  an  explanation  should  be  given  of  why 
the  restraints  are  being  applied.  The  decision  to  restrain  a 
client  should  be  made  after  careful  assessment  by  the  nurse  and 
an  order  f^om  tht>  doctor  is  obtained.  Never  shov  an  attitude 
of  punishment  with  regard  to  restraint  and  make  sure  the  skin 
is  well  padded  and  protected  to  prevent  burns  under  the 
restrained  area. 
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LESSON  PLAN:  20 

COURSE  TITLE:  NTtRSE  ASSISTANT 
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UNIT      IV      :  SAFETY  

OUTLINE:     (Key  Points) 

I.  Client  Conditions  that  Require  Specific  Safety  Measures 

(CD-I) 

A.  Confused  -  du2  to  medication,  poor  nutritional  status, 
emotional  disturbance,  disease  of  brain,  or  disease  of 
cardiovascular  system 

B.  Elderly 

1.  Aging  process  -  there  is  a  decrease  ih  the  senses 
(taste,  touch,  smell,  hearing,  and  visioii);  client 
is  less  aware  of  danger  w&rning  signals 

2.  Decreased  reaction  time  to  danger 

C.  Client  sedated  with  drugs 

D.  Unconscious  client 

II.  safety  Measures  for  All  Clients  (CD-2) 

A.  Check    eyeglasses    for    cleanliness;    make    sure  ciibnt 
wears  them. 

B.  Check    hearing    aid    to    make    sure    it    is  functioning 
properly;  make  suet  client  wears  it. 

C.  Handle  mechanical  aids  with  care;   can  be  expensive  to 
replace  if  damaged. 

D.  Place  signal  cord  within  reach  of  client  at  all  times; 
client  may  injure  self  trying  to  get  light. 

E.  Check   bed    brakes;    should    be    in   lock   position  unless 
moving  the  bed. 

F.  Side    rails    should    be    up   when    indicated,    check  with 
charge  nurse. 

G.  Keep  bed  in  low  position  to  decrease  danger  of  falls. 

H.  When  feeding  clients,   take  precautions   to  avoid  burns 
from  hot  food. 

I.  Give    instructions    clearly    to    prepare    client    for  an 
activity. 
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II  weaK,  unsteady,  or  coniused.  ^ 
aiJ?^g  Vherto'Sove'.^"^^  ^°  ^^^"^^^  ^-^^i-  before 
wh^n  no"'beCJ!;:S!°^"-  -  ^eri-chair 

hot  wi'tet':^^*""'   '^•'^  P^cautions  to  avoid  burning 

1.  Use  a  bath  thermometer,  if  available. 

2.  Check    water    temperature    with    inner    forearm  if 
thermometer  not  available.  rorearm  if 

N.  Correctly  apply  all  safety  devices. 

O.  Assess  client's  ability  to  ambulate;  check  for: 

1.  Unsteady  gait 

2.  Unbalanced  -  holds  on  to  objects 

3.  Posture 

4.  Complaints  of  dizziness 

III.  Reasons  for  Using  Safety  Devises  {CD-3) 
^'  balanci^    ^  maintain    proper    body    position  aid 

B.  To  ensure  a  client's  safety 

C.  To   keep  a  confused  client  from  disrupting  a  treatment 
procedure,  such  as  an  IV.  naso-g.astric  tube.  dreSH^r 

D.  To  prevent  a  severely  emotionally  disturbed  client  from 
injuring  himself /herself  or  others  ciient  trom 

IV.  Types  of  Safety  Devices 
A.  Bed  side  rails 

1.  Metal  frames  placed  on  sides  on  bed 

2.  Prevent  client  from  falling  out 

3.  Do  hot  prevent  client  from  climbing  out 

4.  Must  be  securely  attached 
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5.  Should  be  used  for  cl  ents  who  are  blind,  confused, 
unconscious,  sedated,  have  muscular  disabilities 
and  seizures. 

6.  Rails  may  be  lowered  while  working  at  bedside. 

7.  Remember  to  raise  before  leaving  client:  be  sure 
both  sides  are  up. 

8.  Always  explain  the  purpose. 

9.  Make  sure  call  light  is  within  reach 

B.  Safety  jacket  or  vest 

1.  Canvas  or  mesh  vest  with  tails  that  are  crossed 
behind  the  client,  then  tied  behind  the  client's 
chair  or  tied  to  the  Led  frame;  should  never  be 
attached  to  bed  side  rails 

2.  Used  for  the  more  confused  client  who  may  climb 
over  bed  side  rails;  or  for  postural  support  while 
in  a  chair 

3  Never  use  while  client  is  on  a  bedside  commode  or 
toilet. 

4.  Avoid  wrinkles  or  knots  that  may  exert  pressure  on 
the  client's  skin. 

5.  Check  every  30  luinutes  and  remove  and  exercise 
every  two  hours . 

C.  Safety  or  posey  belt 

1.  Canvas  or  cloth  strap  large  enough  to  be  placed 
around  the  client's  waist  and  tied  to  bed  frame  on 
both  sides 

2.  Serves  the  same  function  as  safety  vest;  used  for 
same  reasons 

3.  Check  skin  for  any  signs  of  pressure:  discoloration 
of  skin,  indentations,  redness. 

4.  Check  every  30  minutes,  ano  remove  and  exercise 
every  two  hours. 

D.  Wrist  or  ankle  restraints 

1  A  soft  type  cloth  such  as  linen  or  muslin  that  is 
used  to  form  a  strap  that  slips  on  the  wrist  or 
ankle  and  tied  to  the  bed  f rame--paddiag  should  be 
oi»  the  limb  before  applying  to  prevent  skin 
irritation. 


ERIC 


285 


2.  Used  only  as  necossary  to  prevent  a  client  from 
disrupting  a  procedure;  may  also  be  used  for 
severely  agitated  client  to  prevent  self-injury  or 
injury  to  others. 

3.  Thorough  explanation  to  be  given  before  applying 

4 .  Apply  in  such  a  manner  that  the  client  vill  not 
tighten  it  if  he/she  pulls  on  it. 

5.  Restraints  should  be  loosened  or  removed  one  at 
time  and  li»bs  exercised,  at  least  every  two  hours. 

6.  Check  circulation  for  impairment  due  to  applying 
restraints  too  tight  or  if  limb  is  restrained  in  an 
abnormal  position. 

7.  Signs  of  impaired  circulation 

a.  Blueness 

b.  Pallor 

c.  Skin  is  cool  or  cold  to  touch 

d.  Client  complains  of  tingling  sensation 

8.  Restore  circulation  if  any  of  the  above  signs  are 
noted  by  loonening  restraint.  exercising  and 
massaging  limb. 

E.  Mittens 

1.  A  devise  mado  of  soft  material  that  completely 
covers  the  hand;  prevents  grasping  but  does  not 
restrict  movement 

2.  Used  for  conf  UBed  client  who  may  disrupt  a 
procedure  (IV) 

3.  Check  circulation  as  stated  for  wrist  restraints. 

4.  Remove  every  two  hours  and  exercise  hanJ. 

F.  Transfer  belt 

1.  Canvas  be^*"  with  an  adjustable  buckle  used  when 
transferrin  ;  or  ambulating  clients 

2.  Placed  around  the  client's  waist;  the  nurse 
assistant  grasps  the  belt  to  provile  support  to  the 
client 
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G.  Hydraulic  lift 

1.  A  hydraulic  lift  with  a  one-oiece  canvas  sling  for 
transferring  the  extremely  heavy  or  handicapped 
client 

2.  Use  discretion  and  common  sense  in  determining  if  a 
severely  spastic  or  handicapped  client  can  be 
lifted  with  the  lift. 

V.  Additional  Points  in  Applying  Restraints  (CD--5. 6.7.8) 

A.  A  geriatric  chair  (geri-chair)  is  a  rolling  chi?ir  with 
a  high  back  that  has  a  removable  tray  in  the  front; 
used  for  postural  support;  check  placement  of  tray-- 
should  not  be  pushed  too  tightly  against  the  client 
waist  or  breasts. 

B.  There  must  be  a  physician's  older  before  applying 
restraints  (except  in  an  emergency  situation). 

C.  Always  explain  what  you  will  be  doing  and  why. 

D.  Clients  requiring  restraints  shall  be  checked  every  30 
minutes  and  released  and  exercised  every  two  hours  and 
given  the  opportunity  to  use  toilet  facilities .  Offer 
fluids  to  drink;  change  the  client's  position. 

E.  Put  padding  on  any  skin  area  that  may  be  irritated  by 
application  of  safety  Oevice. 

F.  Use  a  minimum  of  restraint  to  effectively  protect  the 
client. 

G.  Give  the  client  the  most  movement  possible,   but  still 
insure    safety;    secure    ties    where    the    client  cannot 
reach  them  and  undo  them. 

H.  Keep  scissors  handy  in  case  of  an  emergency  in  which 
you  need  to  cut  a  safety  device  so  the  client  can  be 
moved  quickly. 

I.  E    sure  call  light  is  within  reach. 

J.  Inform  family  of  the  purpose  of  restraint. 

K.  Ask  client  and  family  tc  notify  nurse  if  restraint  is 
causing  discomfort . 

L.  Provide  pillow  props  (positioning  of  soft  props)  as 
needed  to  assure  good  body  alignment. 
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Safety  Measures  for  the  Environment  (CD-9) 

A.  Clean  up  untidy  conditions  in  the  client's  rooiu. 

B.  Keep    all    walkways    free    of    hazards .    such    as    shoes . 
chair «  bedcranks ,  etc . 

C.  Wipe  up  anything  that  spills  on  the  floor  immediately. 
Post  a  "Wet  Floor"  sign  while  it  is  drying. 

D.  Encourage  use  of  handrails  and  grab  bars  in  the  shower, 
bathroom  and  hallways. 

E.  Examine  wheelchair,  shower  chairs,  geri-chairs.  walkers 
or  any  other  equipment  for  broken  parts;  if  any  are 
found,   report  to  charge  nurse. 

F.  Never  handle  electrical  equipment  with  wet  hands  or 
near  water. 

G.  Do  not  use  extension  cords  except  as  a  temporary 
measure  and  then  for  only  one  appliance  and  not  more 
than  six  feet  in  length. 

H.  Inspect  cord  and  plugs  for  fraying  or  defects  before 
plugging  in;  never  place  cords  over  client,  place  under 
bed. 

I.  Report  any  equipment  that  caubes  electrical  shock  when 
handled. 

J.  Post  f>"nergency  phone  numbers  near  each  telephone. 

K.  Leave  articles  such  as  water  glasses,  wipes,  and  signal 
devices  within  reach  of  resident. 

L.  Provide  adequate  lighting. 

M.  Remove  scatter  rugs  or  tack  the  rugs  down. 

N.  Keep  all  poisonous  substances  in  high  places. 

0.  Doors  to  stairways  should  be  closed  and  locked  when 
dealing  with  a  child  or  confused  adult. 


Summary  and  Conclusion 


A.  Client  conditions  that  require  specific  safety  measures 
Safety  measures  for  all  clients 

C.  Reasons  for  using  safety  devices 

D.  Types  of  safety  devices 

E.  Additional  points  in  applying  restraints 

F.  Safety  measures  for  the  environment 

As  a  nurse  assistant  you  have  the  responsibility  of 
providing  safety  for  your  clients.  Keep  these  factors  in 
mind  every  minute  while  at  work.  It  is  extremely 
important  because  so  many  of  your  clients  are  dependent 
upon  you  to  meet  this  basic  human  need. 
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LESSON  PLAN:  20 

COURSE  title:       NURSE  ASSISTANT   _ 

UNIT       IV       :  SAFETY  

CLASSROOM  DISCUSSION: 

1.  What  type  of  clients  may  require  more  frequent  observances 
of  safety  factors? 

2.  When  taking  care  of  clients  what  are  some  safety  measures 
to  keep  in  mind? 

3.  What  are  some  reasons  for  applying  a  restraint? 

4.  What  types  of  safety  devices  have  you  used  on  clients? 

5.  What  is  necessary  before  applying  a  restraint? 

6.  How  often  are  restraints  removed? 

7.  What  precautions  should  be  taken  when  URing  restraints  on  a 
client  whose  skin  is  very  fragile? 

8.  What    signs    would    you    look   for    that   would    tell   you  the 
restraint  is  on  too  tight? 

9.  When  you   think  of  the  LTC  environment,   what  other  safety 
measures  should  be  considered? 


CLASSROOM*  LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Have     students     restrained     during     class     with  various 
restraints . 

2.  Have   students   locate  brakes  on  beds,   w/c,    geri-chair  and 
shower  chairs  and  apply  brake  and  release. 

3.  Demonstrate  application  of  each  type  of  restraint. 

4.  Have  students  practice  applying  restraints  on  each  other. 

5.  Discuss  students'  feelings  about  being  restrained. 

2[)0 


LESSON  PLAN:  20 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      IV      :  SAFETY 


EVALUATION  ITEMS: 

1.  List  two  client  conditions  that  may  require  specific  safety 
measures. 

a. 

b. 

2.  List  four  safety  devices, 
a. 

b. 
c. 
d. 

3.  List  two  reasons  for  applying  restraints, 
a. 

b. 

4.  How  often  do  you  check  a  restrained  client? 

5.  How   often   do  you   release    the    restraint    and    exercise  the 
client? 

6.  Which     of     the     following     is     not     a     sign     of  impaired 
circulation?     (Circle  the  letter  of  the  correct  answer.) 

a.  Blueness 

b.  Skin  is  warn  to  touch 

c.  Pallor 

d.  Client  complains  of  tingling  sensation 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

  7.  Keeping   the  bed   in  the   low  position  will  decrease 

the  danger  of  falls. 

  8.  Eyeglasses   have  nothing  to  do  with  safety  for  the 

client. 


293 

ER?C  29i 


9.  Bed  brakes  should  be  unlocked  at  all  times. 

10.  Allow  the  client  to  ac *ust  from  a  lying  down 
(supine)  to  sitting  ap  position  before  transferring 
to  a  chair. 

11.  The  only  reason  to  apply  a  safety  device  is  to 
ensure  a  client's  safety. 

12.  It  is  not  appropriate  to  lower  a  side  rail  while  you 
are  working  at  that  side  of  the  bed. 

13.  A  physician's  order  is  needed  to  apply  restraints 
unless  it  is  an  emergency  situation. 

14.  The  more  restraints  the  nursing  assistant  can  use  on 
a  client,  the  better  protected  they  will  be. 

15.  No  explanation  should  be  given  to  clients  when 
app'ying  restraints  because  this  makes  them  harder 
to  control. 

16.  Clients  should  be  allowed  as  much  movement  as 
possible  but  kept  within  limits  of  safety. 

17.  Extra  padding  should  be  used  if  the  client's  skin  is 
very  thin. 
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LESSON  PLAN:  20 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      IV       ;  SAFETY  

ANSWERS  TO  EVALUATION  ITEMS: 
1.  The  Student  may  list  any  two  of  the  following: 


a.  Confused 

b.  Eldecly 

c.  Client  sedated  with  drugs 

d.  Unconscious 

2.  The  student  may  list  any  four  of  the  following: 

a.  Bed  side  rails 

b.  Safety  jackot  or  vest 

c.  Safety  or  posey  belt 

d.  Wrist  or  ankle  restraints 

e.  Mittens 

f.  Transfer  belt 

g.  Hydraulic  lift 

3.  The  student  may  list  any  two  of  the  following: 

a.  To    help    a    client    maintain    proper    body    position  and 
balance 

b.  To  ensure  a  client's  safety 

c.  To  keep  a   confused   client   from  disrupting  a  treatment 
procedure,  such  as  an  IV,  naso-gasttic  tube,  dressing 

d.  To  prevent  a  severely  emotionally  disturbed  client  from 
injuring  himself /herself  or  others 


4.  Every  30  minutes 

5.  Every  two  hours 

6.  b 

7.  T 

8.  F 

9.  F 

10.  T 

11.  F 

12.  F 

13.  T 

14.  F 

15.  F 

16.  T 

17.  T 


SAFETY  DEVICES 


HO  1 


HYDRAULIC  LIFT/TRANSFER  BELT 


HO  2 


Hydraulic  lift 


Canvas  being  rolled  under 
side-lying  client 


Hook  through  metal  bar  and  canvas 
MUST  be  AWAY  from  client's  body 


Client  being  transported 
In  canvas  by  mechanical  lift 


N.A.  using  transfer  belt 
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LESSON  PLAN:  21 

COURSE  TITLE:       WJRSE  ASSISTANT 


UNIT      IV    _:  SAFETY  

SCOPE  07  UNIT: 

This  unit  covers  all  areas  of  safety.  It  refers  to  specific 
measures  to  be  aware  of  regarding  clients,  the  environment, 
particular  safety  devices,  as  well  as  the  role  of  the  nurse 
assistant  in  fire  and  disaster  safety.  The  prevention  and 
control  of  infection  are  also  considered  safety  measures.  It 
is  vital  to  our  clients'  well-being  to  prevent  communicable 
diseases  in  our  facilities. 

INFORMATION  TOPIC:  IV-21  OR  DEMONSTRATION: 

FIRE.  NATURAL  DISASTERS.  AND  OTHER  EMERGENCIES 

(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  MILL  BE  ABLE  TO: 

1.  Match  terms  presented  in  this  lesson  to  correct  definitions. 

2    Identify  methods  of  fire  prevention. 


3.  Describe  what  to  do  in  case  of  fire. 


4.  Identify   the  difference   between  tornado  watch  and  tornado 
warning. 

5.  Discuss  what  actions  should  be  taken  should  an  earthquake 
occur. 

6.  Identify  steps  to  control  hemorrhage  from  a  cut. 

7.  Demonstrate  the  proper  steps  to  follow  should  a  client  fall 
while  attended. 

8.  Demonstrate  the  proper  steps  to  follow  should  a  client  fall 
while  unattended. 

9.  List  observations  that  should  be  made  during  a  seizure. 
10.  Identify  precautions  to  avoid  choking. 
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SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:  Movin?  Client  to  Safety 

2.  HO  2:  Safely  Handling  a  Falling  Client 

3.  HO  3:  Sign  of  Choking 

4.  Fire  extinguishers 

5.  Facility  Floor  Plan 

6.  Film:     "Drop.  Drag,  and  Carry"  from  Fire  Prevention  through 
Films.  Inc. 

7.  Projector 
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TEACHER  RESOURCES; 


INTRODUCTION: 


The  nurse  assistant  must  be  aware  of  what  to  do  If  faced  with  a 
disaster  or  emergency.  Many  times  we  do  not  think  about  these 
things  beforehand.  It  is  necessary  for  you  to  concentrate  on 
this  information  since  those  are  not  everyday  occurrences.  An 
emergency  requires  quick  action,  and  your  client  will  be 
depending  upon  you  once  again  fo^  assistance  and  reassurance. 


LESSON  PLAN:  21 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT       IV       :  SAFETY  


OUTLINE:     (Key  Points) 
I.  Terms  and  Definitions 

A.  Extremities  -  the  arms.  legs,  hands,  and  feet 

B.  Hemorrhage  -  excessive,  uncontrolled  bleeding 

C.  Obese  -  extremely  fat 

D.  Obstruction  -  a  blockage 

E.  Seizure  -   sudden,   violent  involuntary  contraction  of  a 
group  of  muscles 

F.  Supine  -  lying  on  one's  back 

G.  unconscious  -  lacking  in  awareness  of  the  individual 

H.  Ventilate  -  give  air  to 
II,  Fire  Safety 

A.  Fire  Prevention 

1.  Smoking  is  the  number  one  cause  of  fires  in  health 
care  institutions . 

2.  Never  empty  ashtrays  into  any  container  that  may 
contain  flamiuable  materials-  MOISTEN  ASHTRAY 
CONTENTS  BEFORE  DISCARDING 

3.  Allow  smoking  only  under  supervision  and  in 
approved  areas. 

4.  Study  and  understand  the  fire  evacuation  plan. 

5.  Know  the  facility/home* s  floor  plan  and  location  of 
all  fire  alarms. 

6.  Know  locations  of  fire  extinguishers  and  how  to  use 
each  type.     Fire  extinguisher  should  be  m  kitchen. 

7.  Remove  all  grease  from  stove. 

8.  If  there  is  a  grease  fire,  cover  it.  pour  salt  or 
baking  soda  into  it  or  use  chemical  fire 
extinguisher.     NEVER  PUT  WATER  ON  A  GREASE  FIRE- 
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9.  Never  prop  open  a  fire  door. 

10.  Participate  in  fire  drills. 

11.  Check  for  smoke  alarms. 

12.  Exits  should  be  clearly  designated  and  not 
obstructed . 

13.  Report  any  fire  hazards  you  find  to  charge 
personnel  immediately. 

14.  Do  not  use  extension  cords  except  as  a  temporary 
measure  and  then  for  only  one  appliance  and  not 
more  than  six  feet  in  lengt^4. 

15 .  Have  scissors  within  easy  reach  to  remove 
restraints  in  c::;se  of  an  emergency. 

16.  Know  precautions  needed  for  storage  and  use  of 
oxygen. 

17.  Use  proper  precautions  with  combustible  cleaning 
compounds . 

18.  Follow  facility  policies  regarding  lights, 
Chr istmas  trees •  appliances,  etc. 

in  case  of  fire  (CD-2.3) 

1.  Remove  client(s)  from  the  area  of  immediate  danger 
to  the  nearest  safe  area. 

2.  Close  the  door  of  that  room  as  you  leave.  This  is 
an  absolute  must  if  the  fire  is  in  that  room. 

3.  Notify  the  fire  department  immediately. 

4.  Calmly  notify  another  employee  in  the  home  of  the 
fire — preferably  the  charge  nurse. 

5.  All  employees  proceed  to  their  assigned  fire 
stations  and  begin  preassigned  duties,  such  as 
closing  fire  and  smoke  doors,  windows,  removing 
additional  clients  adjacent  to  danger  area, 
shutting  off  mechanical  equipment. 

6.  Attempt  to  extinguish  the  fire  with  the  proper  fire 
extinguisher;  remember  to  always  feel  door  before 
entering;  if  warm  to  touch,  wait  and  let  tire 
department  handle  it. 
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7.  Evacuation  instructions 

a.  Clients  near  fire  or  emoke  must  be  evacuated 
first. 

b.  Remove  ambulatory  clients  first,  then  wheelchair 
clif^nts,  and  the  bedridden  clients. 

c.  Be  able  to  perform  various  client  carries. 

d.  Your  primary  concern  and  first  responsibility  is 
always  the  clients'  safety. 

e.  A  staff  member  roust  reroain  with  the  evacuated 
client  to  prevent  any  of  them  from  re-entering 
the  facility. 

8.  Remember  the  first  five  minutes  of  a  fire  are  more 
critical  than  the  next  five  hours. 

9 .  Remember  you  vist  n^ver  open  windows  to  get  a 
breath  of  fresh  lir. 

10.  Cover  mouth  and  nose  with  wet  washcloth  or  towel  to 
reduce  smoke  inhalation. 

11.  Never  use  an  elevator  during  a  fire. 
III.  Tornado  Safety 

A.  The  average  tornado  laswS  from  eight  to  ten  seconds. 

B.  Hail  often  iromediately  precedes  a  tornado. 

C.  Tornado  watch 

1.  Is  announced  when  conditions  are  such  that  a 
tornado  may  develop 

2 .  Radio  and/or  television  should  be  on  and  someone 
assigned  to  listen  to  local  station  for  weather 
reports. 

3.  Flashlights  should  be  secured  and  all  staff  members 
made  aware  of  weather  conditions. 

4.  Proceed  with  the  following  as  request<^d  by  the 
charge  nurse: 

a.  Clear  window  sills  of  all  objects;  put  all 
heavy,  sharp,  or  glass  objects  and  plants  in 
closets  or  drawers. 

b.  If  clients  are  up  in  chairs,  vio  not  put  them 
back  in  bed. 
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c.  Move  bedridden  clients  into  chairs,  or  put  an 
over -bed  table  and  blanket  next  to  the  bed  so 
they  can  be  positioned  over  the  client's  face 
when  needed. 

d.  Check  outside  area  for  loose  objects  such  as 
chairs,  vases,  garden  tools,  etc.  and  bring  them 
outside . 

e.  Open  a  few  windows  around  the  building  an  inch 
or  two. 

Tornado  Warning 

1.  Occurs  when  a  tornado  has  been  identified  within 
the  local  area  of  a  community. 

2.  Alarms  will  be  sounded. 

3 .  Clear  all  large  rooms  (dining  room,  activities 
room,  etc.)  of  all  clients  and  staff  personnel. 

4.  Move  all  clients  into  hallways  near  exits  or  into 
closets,  or  away  from  windows. 

5.  Bedridden  clients  may  remain  in  bed- -push  the  bed 
against  the  door  wall;  pull  window  curtains  and 
privacy  curtains.    Extra  blankets  should  be  applied. 

6.  Close  doors  to  client  rooms  securely,  close  fire 
doors . 

7.  Do  not  block  any  doorways  to  hall,  fire  doors,  or 
exit  ways. 

8.  Cover  client  in  hallways  with  blankets  or 
bedspreads  to  protect  them  from  flying  glass. 

9.  Continue  to  monitor  weather  reports. 
After  tornado  passes 

1.  Restore  calm  to  clients. 

2.  Check  all  clients  for  injuries  and  other  ill 
effects. 

3.  Check  for  fires  throughout  the  facility. 

4.  Follow  charge  nurse's  instructions. 


IV.  Earthquake  Safety 

A.  During  an  earthquaKe.  ^he  "solid*  earth  moves  like  the 
deck  of  a  ship.  The  actual  movenent  of  the  ground, 
however f  is  seldom  theT  direct  cause  of  death  or 
injury.  Most  casualties  result  from  falling  objects 
and  debris  because  the  shocks  can  shake,  damage,  or 
demolish  buildings.  Earthquakes  may  also  trigger 
landslides  or  cause  fires. 

B.  If  an  earthquake  occurs  try  to  STAY  CALM.  Think  before 
you  act  and  stay  where  you  are. 


1.  If  inside,  stay  there;  take  cover  under  a  heavy 
object  like  a  desk,  table,  bench,  in  a  supported 
doorway,  or  along  an  inside  wall .  Do  not  use 
candles,  matches,  or  other  open  flame  either  during 
or  after  the  tremor  because  of  possible  gas  leaks. 


2.  If  outside,  stay  there;  move  away  from  buildings 
and  utility  wires.  The  greatest  danger  from 
falling  debris  is  just  outside  doorways  and  close 
to  outer  walls.  Once  in  the  open,  stay  there  until 
the  shaking  stops. 

C.  After  an  earthquake 

1.  Be  prepared  for  additional  earthquake  shocks. 

2.  Check  for  injuries.  Do  not  attempt  to  move 
seriously  injured  persons  unless  they  are  in 
immediate  danger  of  further  injury. 

3.  Listen  to  the  radio  or  television  to  get  the  latest 
emergency  information  from  local  authorities. 

4.  Do  not  touch  downed  powet lines  or  objects  in 
contact  with  downed  lines. 

5.  Immediately  clean  up  spilled  medicines,  drugs, 
flammable  liquids,  and  other  potentially  hazardous 
materials. 

6.  Use  the  telephone  only  for  genuine  emergency  calls. 
V.  Emergency  Situations 

A.  Hemorrhage 


1.  If    client    falls    and    cuts   himself /herself    and  is 
bleeding  in  large  amounts,  follow  these  steps: 

a.  Call  for  help  as  you  go  to  the  client. 


(CD-6) 
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b.  Apply    firm    pressure    with    your    hand    over  the 
wound,  use  a  clean  cloth  if  available  (CD-7) 


c.  Stay  with  client  until  more  help  comes. 

d-  If  the  injury  is  to  an  arm  or  leg.  and  you  can 
wove  the  arm  or  leg  without  causing  further 
injury,  raise  and  compress  the  bleeding  site 
above  heart  level  to  slow  down  the  blood  coming 
to  the  area. 

e.  If  the  client  is  standing  up.  assist  her/him  to 
lie  on  a  bed.  couch,  or  on  the  floor  so  she/he 
does  not  faint  from  blood  loss  and  fall. 

f.  Do  not  apply  a  tourniquet. 

g.  Follow  directions  given  by  the  charge  nurse. 
B.  Falls 

1.  If  client  falls  while  he/she  is  unattended: 

a.  Call  for  help  immediately 

b.  Do  not  move  client  until  the  charge  nurse  has 
assessed  injuries.  Be  calm,  let  the  client  know 
help  is  on  the  way.     stay  with  the  client. 

c.  Check  for  swelling,  bruising,  position  change  of 
any  extremities.  complaint  of  pain.  and 
accurately  report  to  charge  nurse. 

d.  Assist  charge  nurse  by  checking  vital  signs. 

e.  Assisi  charge  nurse  in  moving  client — may  need 
as  rr.a)'/  ;:?s  four  or  five  people,  depending  on  the 
siz^  of  the  client  and  location  of  injury. 
Supi^rc  client  and  hold  securly  when  moving. 

2.  If  clier>^  ialls  while  attended  by  a  NA:  (H0~2) 

a.  Do  not  try  to  prevent  the  fall,  do  try  to 
prevent  injury. 

b.  Use  your  body  in  the  following  steps: 

(1)  Remember  body  mechanics  -  feet  apart,  back 
straight. 

(2)  Pull  client  close  to  you  -  hold  on  to 
her/him  using  gait  belt  or  by  wrapping  your 
arms  around  his/her  waist  or  underarms. 


304 


(3)  Gently  lower  yourself  to  the  floor,  keeping 
your  back  straight. 

(4)  Call  for  help  immediately. 

(5)  Do   not   move   the   client   until   examined  by 
charge  nurse. 

seizures 

1.  A    seizure    is     a    convulsion    -    sudden,  periodic 
attacks  of  muscles  contracting  and  relaxing. 

2.  Follow  these  steps  if  you  think  a  client  is  having 
a  seizure. 

a.  Clear  the  area  around  the  client  of  anything 
hard  or  sharp. 

b.  Loosen  anything  around  his/her  neck  that  may 
make  breathing  difficult. 

c.  Put  something  flat  and  soft  under  her/his  head. 

d.  Turn  the  client  Qently  on  his/her  side--  helps 
keep  airway  clear.  Do  not  try  to  force  her/his 
mouth  open  with  any  hard  object  or  with  your 
fingers.  A  person  having  a  seizure  cannot 
swallow  his/her  tongue  and  efforts  to  hold 
her/his  tongue  down  can  injure  the  teeth  or  jaw. 

e.  Do  not  hold  the  client  down  or  try  to  stop 
his/her  movements. 

f .  Stay  with  the  client  until  the  seizure  has  ended. 

g.  Observe  and  note  the  following: 

1.  Time  seizure  started  and  how  long  it  lasted 

2.  If  the  seizure  started  at  a  certain  area  of 
the  body  or  was  generalized  from  the  start 

3.  If  the  client  was  incontinent 

Choking 

1.  Elderly  clients  may  be  more  prone  to  choking  due  to 
weakened  muscles  of  mouth  and  throat  (CD-8) 

2.  Take    the    following    precautions    to    avoid  choking 
when  feeding  a  client: 

a.  Cut  food  into  small  pieces. 
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b.  Do  not  rush  client — allow  him/her  time  to  chew 
the  food  thoroughly  and  swallow  it  before  giving 
more. 

c.  Make  sure  dentures  are  in  place  and  fit  properly. 

3.  To  determine  if  a  client  is  actually  choking, 
observe  for  the  sign  of  choking.  (HO-3) 

4.  If  the  client  is  able  to  cough,  speak,  or  breathe, 
leave  him/her  alone.  Starting  the  procedure  at 
this  point  may  cause  him/her  to  breathe  in  harder 
and  fCLce  the  object  further  down  in  the 
respiratory  tract. 

5.  If  at  any  point  the  client  develops  difficulty 
breathing  or  is  unable  to  cough  or  speak,  start  the 
procedure  for  airway  obstruction  (lesson  plan  22). 

6.  The  Heimlich  maneuver  is  usually  sufficient  to 
••pop"  the  obstructing  object  out  of  the  client  •s 
airway—the  maneuver  forces  air  out  of  the  lungs 
pushing  the  object  out  with  it. 

VI..  Summary  and  Conclusion 

A.  Terms  and  definitions 

B.  Fire  safety 

C.  Tornado  safety 

D.  Earthquake  safety 

E.  Emergency  situations 

This  information  is  fresh  in  your  mind,  and  you  would 
probably  be  able  to  respond  appropriately  and  quickly  if 
faced  with  any  of  the  situations  mentioned.  It  is 
important,  though,  for  you  to  review  this  lesson  plan 
periodically  because  in  six  months  to  a  year  from  new  xt 
will  not  be  as  fresh  in  your  mind.  To  perform  in  a  safe 
manner  you  must  be  acquainted  with  the  proper  way  of 
handling  all  of  these  situations. 
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LESSON  PLAN:   21 


COURSE  TITLE:       NURSE  ASSISTANT  

UNIT      IV       :  SAFETY  

CLASSROOM  DISCUSSION: 

1.  Nhat  are  some  things  that  may  cause  a  fire  in  the  facility? 

2.  What  is  the  first  thing  you  do  when  you  find  a  fire? 

3.  Who  do  you  evacuate  first? 

4.  What  is  the  difference  between  tornado  watch  and  warning? 

5.  Have  any  o£  you  ever  been  in  a  tornado?    What  was  is  like? 

6.  If   you   are    in   the   facility   during   an   earthquake,  where 
would  be  a  good  place  to  take  cover? 

7.  Why  don't  you  apply  a  tourniquet? 

8.  What  are  some  things  you  do  help  prevent  choking? 


CLASSROOM.  LABORATORY  OR  OTHER  ACTIVITIES: 

1.  Have  students  demonstrate  how  to  remove  a  bedridden  client 
during  a  fire. 

2.  Have  students  locate  fire  alarms,   extinguishers,  and  exits 
in  the  facility. 

3.  Demonstrate  proper  use  of  fire  extinguishers. 

4.  Show  film. 

5.  Have  students  practice  falling  with  another  student  (one  as 
the  NA  and  the  other  as  the  client. 

6.  Demonstrate  proper  way  to  smother  a  grease  fire. 
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LESSON  PLAN:  21 

COURSE  TITLE:       NUHSE  ASSISTANT 


UNIT  IV 


SAFETY 


EVALUATION  ITEMS: 

Match  the  following  terms  to  correct  definitions  by  writing  the 
letter  in  the  blank. 


1. 

Extremities 

a. 

The  arm,  legs,  hands,  and  feet 

2. 

Hemorrhage 

b. 

Give  air  to 

3. 

Obese 

c. 

Excessive  uncontrolled  bleeding 

4. 

Obstruction 

d. 

Lying  on  one*8  back 

5. 

Seizure 

e. 

Sudden.      periodic      attacks  of 

6. 

Supine 

muscles  contracting  and  relaxing 

7. 

Unconscious 

f . 

Extremely  fat 

8. 

Ventilate 

h. 

Lacking  in  awareness  of  the 
individual 

A  blockage 

9.  The  number  one  cause  of  fires  in  health  care  institutions 
and  homes  is  from:  (Circle  the  letter  of  the  correct 
answer . ) 

a.  Faulty  wiring 

b.  Smoking 

c.  Too  many  things  plugged  into  one  outlet 

d.  Using    flammable    liquids    around   gas    (from  dryers,  hot 
water  heaters) 

For  each  of  the  following,  write  "T"  if  the  statement  if  true, 
or  »F"  if  it  is  false. 

 10.  If    a    fire    occurs    in   a    client's    room,  immediately 

leave  to  get  a  fire  extinguisher. 

 11-  The  client  in  a  w/c  must  be  evacuated  first 

 12.  Cover  your  mouth  and  nose  with  a  wet  washcloth  during 

a  fire  to  reduce  smoke  intake. 

 All   windows    should    be    closed   when   preparing   for  a 

tornado. 

 15-  A    tornado   watch   means    conditions    are    such    that  a 

tornado  may  develop. 
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 16-  client    appears    seriously    injured    after  an 

earthquake,  do  not  attempt  to  move  him  unless  there 
io  inmediate  danger  of  further  danger. 

 17.  One  of  the  first  steps  to  take  if  someone  is  bleeding 

is  to  apply  a  tourniquet. 

 18.  Protecting   the   client   from  further    injury  during  a 

seizure  is  very  important. 

 19.  It    is    important    to   note   at   what    time    the  seizure 

started  and  how  long  it  lasted. 

Answer  the  following: 

20.  You  enter  Mrs.  Taffs  room.  There  are  some  flames  shooting 
up  from  a  wastebasKet,  they  are  igniting  the  bedspread. 
Hrs.  Taft  is  in  the  bathroom.    What  steps  will  you  take? 
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21.  List   four   emergency   situations   you  may   be   faced  with  »t 
some  point  when  taking  care  of  clients. 


a. 
b. 
e. 


S  //l^oVhiit^^r   K^''";w""'^^^-  her  lying  on 

the  floor  beside  her  bed.    She  is  cryin-.    What  will  you  do. 


23.  To    avoid    choking    when    feeding    a    client    dr    all    of  the 
following    except:      (Circle    the    letter    of    the  correct 

a.  Cut  food  in  small  pieces. 

b.  Give  manageable  amounts  of  food  at  a  time. 

c.  Don't  bother  putting  dentures  in. 

d.  Allow  the  client  to  chew  and  wall  the  food. 


LESSON  PLAN:  21 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT       IV       ;  SAFETY 


EVALUATION  ITEMS: 

ANSWERS  TO  EVALUATION  ITEMS: 


.    ^  3.  f  4.  h  b.  e  6.  d 

el  b  9.  a  10.  F  11.  F  12.  T 

14.  F  15.  T  16.  T  17.  F  18.  T 


1.  a         2-  c 
7.  g 

13.  T 

19.  T 

20.  Remove  Mrs.  Taft  from  her  room,  closing  the  door  as  you 
leave  the  room.  Take  Mr&.  Taft  to  the  nearest  safe  area 
and  call  the  fire  department.  Tell  the  charge  nurse  (or 
another  employee  if  the  charge  nurse  is  not  available)  tnat 
there  is  a  fire  in  Mrs.  Taft's  room.  All  employees  should 
proceed  to  their  assigned  fire  stations  and  begin 
preassigned  duties  of  closing  fire  and  smoke  doors,  window, 
removing  additional  clients  adjacent  to  the  danger  area, 
shutting  off  mechanical  equipment.  Return  to  Mrs.  Taft  s 
room  with  an  appropriate  fire  extinguisher.  Before  opening 
the  door  to  enter  the  room  and  attempt  to  extinguish  the 
fire,  feel  the  door.  If  the  door  feels  warm  do  not 
re-enter  the  room,  let  the  fire  department  handle  it. 

21.  a.  Hemorrhage 

b.  Falls 

c.  Seizures 

d.  Choking 

22.  call  for  help  immediately.  Be  calm,  reassure  Mrs.  Harris 
and  stay  with  her.  Do  not  attempt  to  move  Mrs.  "arris 
until  the  charge  nurse  has  assessed  injuries.  Help  the 
charge  nurse  with  the  assessment  by  checking  for  swelling, 
bruising,  position  change  of  any  extremities,  c/o  pain, 
also  check  vital  signs.  Assist  the  charge  nurse  and  others 
who  may  be  required  to  help  move  Mrs.  Harris. 

23.  c 
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MOVING  CLIENT  TO  SAFETY  HO  1 


o 
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SAFELY     HANDLING  A  FALLING  CLIENT 


HO  2 


SIGN  OF  CHOKING 


HO  3 


LESSON  PLAN:  22 

COURSE  TITLE:  MURSE  ASSISTANT 

UNIT       IV       ;  SAFETY  


SCOPE  OP  UNIT: 

This  unit  covets  all  areas  of  safety.  It  refers  to  specific 
measures  to  be  aware  of  regarding  clients,  the  environment, 
particular  safety  devices,  as  well  as  the  role  of  the  nurse 
assistant  in  fire  and  disaster  safety.  The  prevention  and 
control  of  infection  are  also  considered  safety  measures.  It 
is  vital  to  our  clients'  well-being  to  prevent  communicable 
diseases  in  our  facilities. 

INFORMATION  TOPIC:  OR  DEMONSTRATION:  IV-22 


FIRST  AID  FOR  THE  CHOKING  VICTIM 

(Lesson  Title) 
LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Demonstrate  correct  technique  in  providing  first  aid  for  a 
conscious  or  unconscious  choking  victim  according  to  the 
steps  of  procedure. 


SUPPLEMENTARY  TEACH I NG/ LEARN iWG  ITEMS: 

1.    HO  l:  First  Aid  for  the  Chokinc:  /ictim 

Ho  2:  First  Aid  for  Choking:  Conscious  Infant 

2     Film-  "How  to  Save  a  Choking  Victim— The  Heimlich  Maneuver". 
Film:  "American   Red    Cross:     First   Aid",    check    local  Red 
Cross  Chapter 

3.    Projector  or  VCR 


TEACHER  RESOURCES: 


introduction: 


In  the  previous  lesson  we  discussed  the  information  for 
recognizing  a  choking  victim  and  when  to  start  first  aid.  The 
following  procedure  is  recommended  by  the  American  Red  Cross 
and  the  American  Heart  Association.  The  Heimlich  maneuver, 
llso  called  aMominal  thrusts  or  "bear  hugs."  can  be  done  in 
SiJJing  s?.nding.  or  supine  position.  It  is  now  recommended 
to  use  only  abdominal  thrusts  rather  than  back  blows  and 
SwoSlnal  thrusts.  Exclusive  use  off  abdominal  thf««ts  has  been 
found  to  be  more  efffective  and  safer.  This  method  is 
recSmmenJed  for  anyone  over  one  year  of  age  including  women  in 
late  pregnancy  and  markedly  obese  persons. 
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LESSON  plan:  22 

COURSE  TITLE:  NURSE  ASSISTANT 


UNIT      IV       :  SAFETY 


STEPS  OF  PROCEDURE: 

Conscious  Victim  <H0  1) 

A.  1.  Ask,    "A:e    you    choking?"      If    the    person    is  coughing 

weakly  or  making  high-pitched  noises  or  is  not  able  to 
speak,  or  breathe  or  ccagh  forcefully,  teli  the  person 
that  you  are  trained  ir  first  aid  for  a  choking  victim. 
If  there  is  another  petson  nearby,  have  him  or  her  phone 
the  EMS  system  for  help.    Offer  your  help. 

2.  Perform  abdominal  thrusts  (Heimlich  maneuver).  Lock 
hands  together,  fingers  of  one  hand  curled  into  those  of 
the  other;  press  the  client's  abdomen  above  the  navel 
and  below  the  rib  cage  with  an  upward  thrust. 

3.  Repeat  thrusts  until  the  obstruction  is  cleared  «.r  until 
the  person  becomes  unconscious.  You  should  think  of 
each  thrust  as  a  separate  and  distinct  attempt  to 
dislodge  the  object. 

4.  If  unable  to  get  your  arms  around  the  waist  of  some 
chocking  victims,  perform  chest  thrusts.  Lock  hands 
together  and  apply  thrust  to  middle  of  sternum  (breast 
bone),  exert  a  quick  backward  pressure  to  chest. 

5.  Give  thrusts  until  the  obstruction  is  cleared  or  until 
the  person  loses  consciousness.  You  should  think  of 
each  thrust  as  a  separate  attempt  to  dislodge  the  object. 

B.  Unconscious  Adult 

The  first  aid  for  any  unconscious  victim  begins  with  the 
same  procedure  that  you  followed  in  Rescue  Breathing  in  A. 
R.  C.  course.  While  checking  the  victim,  you  may  find  that 
the  victim  has  an  obstructed  airway.  The  procedure  for 
identifying  and  giving  care  for  an  unconscious  victim  with  a 
complete  airway  obstruction  is  presented  below. 

(These  steps  are  the  same  initial  steps  for  Rescue  Breathing 
as  taught  by  the  American  Red  Cross.) 

1.  As  you  are  approaching  victim,  shout  for  help. 

2.  Check  the  victim  for  unresponsiveness. 

3.  Position  the  victim  on  his  or  her  oack. 

4.  Open  the  airway  with  fingers  or  one  hand  under  cbinbone, 
and        heel         of         other        hand        on  forehead. 
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5.  Look,  listen,  and  feel  for  breathing. 

6.  If  the  victim  is  not  breathing,  pinch  nose  and  try  to 
ventilate. 

7.  If  you  are  unable  to  breathe  air  into  the  victim,  retilt 
the  head  and  try  to  ventilate. 

If  you  are  still  unable  to  breathe  air  into  the  victi  i,  tell 
someone  to  phone  the  EMS  system  for  help 

8.  Give  6  CO  10  abdominal  thrusts. 

9.  Do  a  finger  sweep  to  try  to  dislodge  and  remove  the 
object  from  the  victim*  s  throat .  Grasp  the  tongue  and 
lower  jaw  with  one  hand  and  lift  up  (pulls  the  tongue 
forward  and  away  from  back  of  throat  so  you  can  see  what 
is  back  there).  Insert  index  finger  of  other  hand  down 
along  cheek  to  base  of  tongue,  using  a  hooking  motion: 
be  careful  not  to  push  ob  ject  further  down  the 
respiratory  tract. 

10.  Continue       abdominal       thrustSt       finger       sweep  and 
ventilations. 

Conscious  Child 

For   a   child  who   looks   as    if   he   or   she   is   choking,    but  is 
coughing    forcefully,     do    not    interfere    with    the  child's 
attempt  to  cough  up. 
• 

If  the  cough  becomes  ineffective  and/or  there  is  increased 
difficulty  breathing  with  a  high-pitched  noise  while 
inhaling,  do  the  following: 

1.  Have  a  bystander  phone  the  EMS  system  for  help. 

2.  Perform  abdominal  thrusts  until  object  is  dislodged  or 
child  loses  consciousness . 

Conscious  Infant  (Age  Newborn  to  1  Year)  (HO-2) 

Because  abdominal  thrust  may  cause  abdominal  injury  to 
infants,  a  combination  of  back  blows  and  chest  thrusts  are 
used  to  relieve  airway  obstruction  in  conscious  infants. 

If  an  infant  looks  as  if  he  or  she  is  choking  and  cannot 
cry,  cough,  or  breathe,  shout  for  help  and  do  the  following: 

1.  Have  a  bystander  phone  the  EMS  system  for  help. 

2.  Give  four  back  blows: 

a.  Place  the  infant  face  down  along  your  forearm,  with 
the  head  lower  than  the  trunk. 

b.  Support  the  infant's  head  with  your  hand  by  firmly 
holding  the  jaw. 

c.  Deliver  four  back  blows  forcefully  between  the 
infant's  sholder  blades  with  the  heel  of  your  other 
hand. 
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3.  Then  give  four  chest  thrusts: 

a.  Place  your  free  hand  and  forearm  along  the  infant's 
head  and  back  so  that  the  infant  is  sandwiched 
between  your  two  hands  and  forearms.  One  hand  should 
be  supporting  the  neck.  jaw.  and  chest  from  the 
front,  while  the  other  is  supporting  the  back.  Turn 
the  infant  as  a  unit  on  its  back.  Rest  the  arm 
supporting  the  infant  on  your  thigh. 

b.  Give  chest  thrusts  on  the  breastbone  one  finger's 
width  below  the  nipple  line. 

Compress  the  breastbone  to  a  depth  of  1/2  to  1  inch 
four  times. 

4.  Continue  giving  back  blows  and  chest  thrust  until  the 
object  is  expelled  or  the  infant  loses  consciousness. 

E.  Unconconscious  Infant  and  Unconscious  Child 

1.  Check  for  responsiveness. 

2.  Shout  for  help. 

3.  Position  the  victim. 

4.  Open  the  airway. 

5.  Look,  listen,  and  feel  for  breathing. 

6.  Give  two  breaths. 

7.  If  you  are  unable  to  breathe  air  into  the  child  or 
infant,  retilt  the  head  and  attempt  to  ventilate  again. 

8.  If  you  are  still  unable  to  breathe  air  into  the  infant, 
tell  someone  to  phone  the  EMS  system  for  help  and  do  the 
following: 

9.  INFANT:  Give  four  back  blows,  then  give  four  chest 
thrusts.   (See  D) 

CHILD:  Give  6  to  10  abdominal  thrusts  (See  B)  using 
gentle  thrust. 

*  The  child  should  be  positioned  face  up  on  his  or 

her  back. 

*  Place  the  heel  of  one  hand  on  the  child's  abdomen 
in  the  midline  slightly  above  the  navel  and  well 
below  the  breastbone. 

*  Press  into  the  abdomen  with  quick  upward  thrust. 
Iki  small  children.  perform  abdominal  thrusts 
gently. 

10.  Foreign  Body  Check:  Insert  your  thumb  into  the  mouth  and 
grasp  both  the  tongue  and  lower  jaw  between  the  thumb 
and  fingers  and  lift  upward.  LOOK  for  the  object,  and 
using  your  small  finger  attempt  to  remove  it  only  if  you 
can  see  it. 

11.  Continue  giving  back  blows  and  chest  thrusts  (Infant)  or 
abdominal  thrusts  (Child) .  foreign  body  check  and 
ventilation  until  the  obstruction  is  removed  or  EMS 
personnel  arrive  and  take  over. 

SUMMARY  AND  CONCLUSION: 

1.  CLASSROOM  DISCUSSION 

2.  REVIEW  STEPS  OF  PROCEDURE 
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LESSON  PLAN:  22 

COURSE  TITLE:  NURSE  ASSISTANT 

UNIT       IV       I  SAFETY 


CLASSROOM  DISCUSSION: 

2.  Why  Shouldn't  you  hesitate  if  the  person  cannot  speak? 

3.  How  do  you  hold  the  hands  to  do  the  thrusts? 

4.  When  does  the  procedure  stop? 

5.  What  is  the  first  step  for  the  conscious  victim? 

6.  What  is  the  first  step  for  the  unconscious  victim? 

^'  iHfant"  abdominal  thrusts  given  to  a  choking 

8.  Why    is    a    mouth    check,     not    finger    sweep,  done    on  an 
unconscious  infant  with  a  blocked  airway?  ' 


CLASSROOM,   LABORATORY  OR  OTHER  ACTIVITIES: 

1.  View  Film. 

2.  Demonstrate  first  aid  for  the  choking  victim. 

3.  Have  students  practice  steps  of  procedure  on  each  other 
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LESSON  PLAN:  22 

COURSE  TITLE:  NURSE  ASSISTANT  

UNIT   IV  :  SAFETY  

EVALUATION  ITEMS:  NAME  OF  STUDENT   

FIRST  AID  FOR  THE  CHOKING  VICTIM 

EQUIPMENT: 


1  DID 

THE  STUDENT 

1  YES  1     NO  1 

Consclout  ^ctiro 

1  1. 

Call  for  haip  aa  ha/aha  approachas  vleilm. 

1  2. 

Chack  for  aisna  of  chokins. 

1  3. 

Begin  abdominal  thruata. 

1  4. 

Begin  backward  cheat  thruata  for  obe^a  victim. 

1  5. 

Continue  thrua^ until  obatructlon  la  dlf lodged 
until  advanced  life  aupport  ia  available. 

or 

Unconacious  Victim 

Call  for  help  aa  he/aha  approaches  victim. 

1    2.    Chtck  for  unre8pontiv«n«8t  and  no  bratihlns*                         1         !  t 

1    3.    Open  •irwfy  and  vontllaie  mouth- to-mouih.                              !         !  1 

1    4.    If  unable  to  vantitiata,  ratip  haad  and  try  asain.                1         !  ! 

1    5.    Gi 'a  abdominal  thruata.                                                          !         1  1 

1    6.    If  unauccaa'iful ,  do  mouth  awaap.                                           1         1  ! 

1    7.    If  unauccaaafui ,  rapaat  chaat  thruata,  and  mouth  awaap.       1         !  | 

Continue  procedure  txrltl  edvenced  life  ajpport 
available. 

ia 

The  student  hat  tatisf actoc 1 ly  completed 

AID  rOR  THIS  CIIOKINQ  VICTIM"  accocdlng  to 

the 
the 

pcocAdure  "^riRST 
steps  outlined. 

Inntcuctoc*s  signature 
(Vocifyinq  Satielactoiy  Complect  ion) 


Date 
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FIRST  AID  FOR  THE  CHOKING  ^iCTIM 


HO  1 


'FIRST  AID  FOR  CHOKING:     CONSCIOUS  INFANT 
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LESSON  plan:  23 

COURSE  TITLE:       MURSE  ASSISTANT 


UNIT      IV       :  SAFETY  

SCOPE  OF  UNIT: 

This  unit  covers  all  areas  of  sefety.  It  refers  to  specific 
measures  to  be  aware  of  regarding  clients ,  the  environment « 
particular  safety  devices,  as  well  as  the  role  of  the  nurse 
assistant  in  fire  and  disaster  safety.  The  prevention  and 
control  of  infection  are  also  considered  safety  measures.  It 
is  vital  to  our  clients*  well-being  to  prevent  communicable 
diseases  in  our  facilities. 

INFORMATION  TOPIC:  IV-23  OR  DEMONSTRATION: 

INFECTION  CONTROL 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Match  terms  presented  in  this  lesson  to  correct  definitions. 

2    Identify       three       requirements       for       the       growth  of 
microorganisms . 

3.  List  five  ways  microorganisms  are  spread. 

4.  Identify  who  is  considered  a  susceptible  host. 

5.  Define  infection  control. 

6.  List    three    control    measures    that    prevent    the    spread  of 
infection. 

7.  Identify  when  handwashing  should  be  done. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 
1.  HO  1:  Body  Substance  Isolation  (Universal  Precautions) 


TEACHBR  yESOURggSi 


INTRODUCTION: 


It    Is    necessary    that     the    nurse    assistant    have    »  haelr 

conditioJr'that'^avor  tSei? 


JeaaJSinc,^aVrn.."°°r''\  ''"^  significant  discoveries 

regarding  germs.  Louis  Pasteur  found  that  many  diseases  are 
caused  by  bacteria,  and  that  bacteria  could  be  killenv  heaJ 

Uis  ^cou"  'Je'VilW  surgeon!  foS^d'JSa'i 

JrJn^^w.  *  killed  by  carbolic  acid.  He  introduced  the 
principles    of    aseptic    surgery.     Those    principles    are  still 

th'^'t'orea?  o?''    ^""^    '\  ''''   su/gicaV 'area."  Vca" 

Iltlh  ^;ff?rn?"f'  in  this   lesson  must  be  followed  for 

•Ach  client  in  the  home  setting.  The  nurse  assistant  must  not 
bring  germs  to  the  client  and  must  keep  an  inf ecJiouriliSn? 
from  spreading  germs  to  others  in  the  home.         ""c^^O"*  client 
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LESSON  PLAN:  23 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT       IV       :  SAFETY  


OUTLINE:     (Key  Points) 
I.  Terms  and  Definitions 

A.  Asepsis  -  free  of  disaase-causing  microorganisms 

B.  Contaminate  -  to  soil,  stain,  or  pollute 

C.  Infection    -    condition    in    body   tissue    in  which  germs 
have  multiplied  and  destroyed  many  cells 

D.  Microorganism  -  a  very  small  living  thing  (a  germ) 

E.  Resistance  -  ability  to  fight  off 

F.  Sterile  -  free  from  all  living  microorganisms 

G.  Sanitation  -  measures  taken  to  reduce  the  number  of 
contaminants  to  a  level  favorable  to  health 

H.  Toxin  -  a  poisonous  substance 

I.  Transmitted  -  transferred  or  spread 
II .  Microorganisms 

A.  Micro  means  very  small 

B.  Organism  means  a  living  thing 

C.  A  mircoorganism  is  a  germ;  it  cannot  be  seen  by  the 
naked  eye 

D.  Kinds  of  microorganisms 

1.  Bacteria  4.  Rickettsiae 

2.  Viruses  5.  Protozoa 

3.  Yeasts  and  molds  (Fungi) 

E.  Found  everywhere  in  our  environment  (CD-I) 
III.  Microorganisms  That  Are  Helpful 

A.  In  the  environment,  some  microorganisms  decompose  waste 
or  garbage  back  into  useful  elements  and  cause  chemical 
change  in  food  called  fermentation. 

B.  Microoganisms  are  found  living  in  and  on  our  body.  For 
example,  in  the  digestive  tract  specific  germs  help 
break  dowr  food,  these  9etj^s  are  called  normal  flora. 
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IV.  Microorganisms  That  Cause  Disease 

A.  These  microoganisms  destroy  human  tissue  by  using  it  as 
food  and  produce  toxins . 

B.  Normal    flora    may    cause    disease    if    our    resistance  is 
lowered  by  stress,   illness,  or  a  cut  on  our  skin 

1.  Example:  E.  Coli  (a  bacteria )  is  normally  found  in 
the  colon  and  if  it  gets  into  the  bladder  it  may 
cause  a  urinary  infection.  May  be  transmitted  in  a 
variety  of  ways--no  peri  care  after  a  BM.  improper 
wiping  in  females, 

V.  Conditions  Affecting  Growth  of  Mircoorganisms 

A.  Food  -  grow  well  in  remains  of  food  if  unref r igerated 

B.  Moisture 

1.  Damp  linens  (especially  with  urine  or  stool) 

2.  Water  in  soap  dishes 

C.  Warmth 

1.  Most  disease-causing   germs   grow  rapidly  between  50 
and  110  degrees  farenheit. 

2.  High  temperatures   (170  degrees  Farenheit)  kill  most 
germs. 

D.  Oxygen  -  some  germs  require  it   :o  live  and  some  do  not 

E.  Light 

1.  Darkness  favors  growth  of  germs. 

2.  Light.     especially     sunlight,      is  microorganisms* 
worst  enemy. 

VI.  How  Mircoorganism  are  Spread  (CD-2) 
A.  Direct  contact 

1.  Touch 

2.  All  body  fluids,  discharges  and  secretions 
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B.  Indirect  contact  -  touching  objects  contaminittd  by 
infected  person  (such  as  dishes »  linens,  clothing, 
belongings) 

C.  Droplet  spreid  within*  three  feet  -  sneezing,  coughing, 
and  talking 

D.  Airborne 

1.  Dust  particle 

2.  Hoisture  in  air 

E.  Other  sources  -  contaiainated  f oodt  Jruge*  water*  or 
blood  (vehicle) 

VII.      The  Susceptible  Host 

A.  A  person  with  low  resistance  or  poor  immunity  (CD-3) 

B.  Client 

1.  Due  to  aging  process*  immune  system  is  not  as 
effective  at  fighting  off  illness 

2.  Weakened  by  illness  or  disease  that  is  already 
present 

^  Under  stress;  from  not  being  able  to  function  as  he 
or  she  did  in  younger  years  or  whose  body  image  has 
changed. 

4.  Infant  and  toddler 

C.  Co-workers 

1.  Frequently  exposed  to  disease-causing  microoganisms 
due  to  nature  of  the  job 

2.  Poor  hygiene  habits*  such  as  failing  to  wash  hands 
at  the  required  times 

3.  Poor  health  habits  (poor  diet,  lack  of  exercise* 
lack  of  sleep) 

4.  Stress  from  personal  problems 
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VIZI.  Infection  Control 

A.  This   means   to   prevent   the   spread   of  microorganisms 
that  would  be  harmful  to  clients  and  staff. 

B.  The    nurse    assistant    is    responsible    for  infection 
control  in  the  following  areas: 

1.  Keep  yourself  (including  uniform  and  shoes),  the 
client  and  the  environment  clean  to  prevent  spread 
of  germs. 

2.  Be  familiar  with  your  facility's  isolation 
techniques  and  precautions  to  prevent 
disease-producing  germs  from  spreading  beyond  an 
area. 

3 .  Store*  serve  and  h£ndle  food  properly  to  prevent 
food  poisonij^g. 

C.  Specific  control  measures  (CD-4) 

1.  Linen  changing 

a.  Keep  linen  away  from  your  uniform. 

b.  Avoid  shaking  or  fluffing  linen. 

c.  Place  used  linen  in  a  hamper  or  bag,  never  on 
the  floor 

d.  Change  linen  any  time  it  is  soiled. 

e.  Keep  soiled  parts  of  linen  away  from  everything. 

2.  Sanitization 

a.  Clean*  label*  and  cover  all  individual  utensils 
and  re':urn  to  bedside  ta^le  after  each  use. 

NOTE:    Disposable  items  should  not  be  reused. 

b.  Return  soiled  dishes  to  dietary  department 
after  each  meal.    Damp-wipe  overbed  tables. 

c.  Each  client  should  have  his  or  her  own  hygiene 
supplies  and  equipment.  They  should  be  cleaned 
regularly  and  labeled  with  the  client's  name. 

d.  Transfer  belts  should  be  kept  clean. 

e-    heu  cleaning  an  item  or  the  body*   start  with 
the    cleanest    area    and   work   toward   the  dirt 
area. 
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3.  Disinfection 

A.  A  process  of  destroying  as  many  harmful 
organisms  as  possible. 

b.  See  facility's  or  agency's  procedure  regarding 
disinfecting  thermometers*  utensils,  shower 
chairs ,  bathtubs •  bed  frames •  mattresses • 
denture  cups. 

4.  Sterilization 

a.  A  process  that  klllr  all  living  microorganisms 

b.  Requires  special  processing  and  handling 

5.  Handwashing 

a.  Our  hands  carry  germs. 

b.  Good  handwashing  technique  prevents  spread  of 
germs. 

c.  When  to  wash  your  hands: 

1.  When   you    first    come    on   duty   and  before 
going  home 

2.  Before  and  after  each  resident  jontact 

3.  After      contact      with      any     wastes  or 
contaminated  material 

4.  Before  any  contact  with  food 

5.  After  using  toilet  facilities  or  smoking 

d.  Wash  client's  hands  before  meals  and  at  other 
appropriate  times. 

e.  Any  water  faucet  Is  always  considered 
contaminated  or  dirty. 

£•  Turn  the  faucet  off  with  a  paper  towel  • 
preferably  a  dry  one. 

g.  Use  soap  frcm  a  dispenser  if  possible,  rather 
than  using  bar  soap.  Bar  soap  accumulates 
pools  of  soapy  water  in  the  soap  dish  which  is 
a  good  medium  for  germ  growth.  Rinse  bar  soap 
before  returning  to  soap  dish. 

h.  When  washing  your  hands  always  hold  hands  lover 
than  elbows  so  germs  do  not  contaminate  your 
arms. 
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6.  Universal  Precautions 


(HO-l) 


a.  Gloves  are  to  be  worn  when  handling  feces, 
urine,  wound  drainage «  oral  secretions,  sputum, 
enesis.  etc.  With  newborns,  gloves  will  be 
worn  from  delivery  until  after  the  first  bath 
and  when  diapering. 

b.  Aprons  or  gowns  should  be  worn  if  it  is  likely 
that  your  clothing  will  be  soiled  with  body 
substances. 

c.  Masks  &  goggles  will  be  worn  if  it  is  likely 
that  your  clothing  will  be  soiled  with  body 
substances 

d.  Laboratory  specimens  must  all  be  considered  as 
infectious  material. 

e.  Patient  charts  should  not  come  in  contact  with 
infectious  material 

f.  All  blood  and  body  substances  should  always  be 
treated  as  potentially  infectious. 

VIII.  Summary  and  Conclusion 

A.  Terms  and  definitions 

B.  Microorganism 

C.  Microorganisms  that  are  helpful 

D.  Microorganisms  that  cause  disease 

E.  Conditions  affectng  growth  of  microorganisms 

F.  How  microorganisms  are  spread 
6.  The  susceptible  host 

H.  Infection  control 

You  should  now  have  a  better  understanding  of  germs  and  the 
importance  of  controlling  them  in  the  long-term  care 
environment  and  home.  Handwashing  is  so  simple  but  often 
neglected .  Take  the  time  to  protect  everyone^-yourself .  your 
family,  co-workers,  the  clients  and  the  client's  friends  and 
family. 
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LESSON  PLAN:  23 

COURSE  TITLE:  NURSE  ASSISTANT  

UNIT      IV      :  SAFETY  

CLASSROOM  DISCUSSION: 

1.  Where  do  you  think  microorganisms  are  found? 

2.  How  do  you  spread  germs? 

3.  What    are    some    reasons    why    someone    would    have    a  low 
resistance? 

4.  What  kind  of  things  do  you  do  every  day  at  work  to  control 
the  spread  of  germs? 

5.  What  are  body  fluids,  secretions,  and  discharges? 


CLASSROOM.  LABORATORY  OR  OTHER  ACTIVITIES: 

1,    Group  discussion  of  classroom  discussion  questions. 
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LESSON  PLAN: 


COURSE  TITLE:  NURSE  ASSISTANT 
UNIT      IV  SAFETY  


EVALUATION  ITEMS: 

Match  the  following  terms  to 
letter  in  the  blank. 


1.  Asepsis  a. 

2.  Contaminate  b. 

3.  Infection  c. 

4.  Microorganism  d. 

5.  Resistance  e. 

6.  Toxin 

7.  Transmitted  f. 


correct  definitions  by  writing  the 

A  very  small,  living  thing 

To  soilt  stain  or  pollute 

A  poisonous  substance 

Transferred  or  spread 

Condition  in  body  tissue  in 
which  germs  have  multiplied  and 
destroyed  many  cells 

Free  of  disease-causing 
microorganisms 

Ability  to  fight  off 


8.  Define  infection  control. 


ERLC 


9.  List  three  ways  we  practice  infection  control, 
a. 
b. 
c. 

10.  Microorganisms  grow  rapidly  if  conditions  are  right.  Which 
one  of  the  following  slows  growth  down?  (Circle  the  letter 
of  the  correct  answer.) 

a.  Moisture 

b.  Warmth 

c.  Sunlight 

d.  Darkness 

11.  Microorganisms  are  spread  by:  (Circle  the  let  >r  of  the 
correct  answer. ) 

a.  Droplets  from  couguing  ot  sneezing 

b.  Direct  contact  (touching  contaminated  stool) 

c.  Contaminated  water  or  food 

d.  All  of  the  above  S'^S 
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Por  each  of  the  following,  write  "T"  if  the  statement  if  true, 
or  "F"  if  it  is  false. 


12.  Microorganisms  are  found  only  in  humans. 


.13.  An  elderly  client  may  have  a  low  resistance  due  to 
stress. 


14.  Linen  should  never  be  placed  on  the  floor. 

.15.  Always   clean  an   item  from  the  dirtiest  area  to  the 
cleanest. 


.16.  Sterilization  kills  all  microorganisms. 

.17.  Always  wash  your  hands  after  coming  in  contact  wiih 
contaminated  material. 


.18.  The  water  faucet  is  considered  contaminated. 


.19.  When  washing  hands,    hold  hands  above  elbows  to  wash 
so  germs  can  run  down  the  a^rms. 
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LESSON  PLAN:   23 


COURSE  TITLE:  MURSR  ASSISTANT 

UNIT      IV      :  SAFETY  

ANSWERS  70  EVALUATION  ITEMS: 


2.  b 

3 .  e 

4.  a 

5.  g 

6.  C 

7.  d 

8.  To    prevent    the    spread    of    microorganisms    that    would  be 
harmful  to  clients,  staff,  and  families. 

9.  The  student  may  list  any  three  of  the  following: 

a.  Linen  changing 

b.  Sanitization 

c.  Disinfection 

d.  Sterilization 

e.  Handwashing 

10.  c 

11.  d 


15.  F 

16.  T 

17.  T 

18.  T 

19.  F 
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(HO-1) 


BODY  SUBSTANCE  ISOLATION  (or)   UNIVERSAL  PRECAUTIONS 

All  patients  will  be  treated  with  body  substance  precautions 
regardless  of  their  diagnosis. 

*  Gloves  are  to  be  worn  when  handling  feces,  urine, 
wound  drainage,  oral  secretions,  sputum,  emesis 
etc.  Also,  when  it  is  likely  that  your  hands  will 
touch  any  moist  body  substance,  mucous  membranes,  or 
non-intact  skin,  wear  gloves.  with  newborns,  gloves 
will    be    worn    from    delivery    until    after    the  first 

, bath  and  when  diapering. 

*  Aprons  should  be  won  if  it  is  likely  that  your 
clothing  will  be  soiled  with  body  substances. 

*  Masks  ~  goggles  -  glasses  should  be  worn  to  protect 
your  eyes  and  oral/nasal  mucous  membranes  from 
splashed  body  substances,  sunh  as  when  suctioning. 

*  Needles  must  never  be  recapped  but  discarded 
uncapped,  into  puncture-resistance  containers  along 
with  syringes.  Used  containers  will  be  secured  in 
Med  Rooms.  See  H.H.A.  procedure  for  needle  discard 
in  home. 

*  Handwashing  before  and  after  client  contact  is  the 
most  •  important  practice  to  prever  t  cross 
contamination  among  clients  and  staff. 

*  Laundry  must  be  put  into  plastic  bags  provided  and 
never  sent  loose  to  the  sorting  room  in  the  laundry, 

*  Disposable  dishes  are  not  to  be  used  -  if  client  has 
cafeteria  privileges  they  may  use  the  facility. 

*  Patient  charts  should  not  come  in  contact  with 
infectious  materials. 

*  "Infectious  material"  stickers  will  not  be  used,  as 
all  specimens  will  be  considered  infectious  under 
this  new  system  and  are  to  be  treated  the  same. 

*  Drinking  water  and  containers  used  to  hold  water  for 
clients  have  no  special  precautions. 

*  Dressings  and  tissues  are  to  be  bagged  and  disposed 
of  in  the  trash  for  diaposal  in  the  dumpster  for 
incineration. 

Urine  and  feces  from  clients  will  be  flushed  down 
the  toilet  to  be  treated  in  the  municapal  sewage 
treatment  system. 

*  Perineal  pads  from  menstruating  females  will  be 
placed  in  a  plastic  liner  provided  and  placed  in 
large  plastic  bag  for  disposal. 

*  Isolation  signs  will  not  be  used  -  only  Airborne 
Disease  signs  will  be  used  when  appropriate. 
Equipment  necessary  for  use  will  be  provided. 

*  Use  private  rooms  for  clients  who  soil  the 
environment  with  body  substances. 
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LESSON  PL^JJi  24 

COURSE  title:      NURSE  ASSISTMTT 


UNIT      IV       :       SAFETY  .  

SCOPE  OF  UNIT: 

This  unit  covers  all  areas  of  safety.  It  refers  to  specific 
measures  to  be  aware  of  regarding  clients,  the  environment, 
particular  safety  devices,  as  well  as  the  role  of  the  nurse 
assistant  in  fire  and  disaster  safety.  The  prevention  and 
control  of  infection  are  also  considered  safety  measures.  It 
is  vital  to  out  clients'  well-being  to  prevent  communicable 
diseases  in  our  facilities. 

INFORMATION  TOPIC:  OR  DEMONSTRATION:  IV-24 

HANDWASHING 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.    Demonetcate  correct  handwashing  technique  according  to  the 
steps  of  procedure. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEK«: 

1.  Wat<tr 

2.  Soap 

3.  Paper  towels 

4.  Wastebasket 

5.  Hand  lotion 
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TBACHER  RESOURCES; 


INTRODUCTION: 


The  procedure  for  washing  hands  is  extremely  important;  a  basic 
control  of  microorganisms  depends  upon  clean  hands. 
Handwashing  should  be  performed  at  specific  times  in  other 
procedures  and  at  any  other  time  the  health  care  worker 
questions  thj  cleanliness  of  his/her  hands.  In  performing  the 
following  procedure,  you  must  remember  that  you  do  not  turn 
faucet  controls  during  the  procedure:  otherwise,  you  will 
contaminate  your  hands  from  the  faucet  controls.  Keep  hands 
level  or  lower  than  elbows  to  Keep  surface  bacteria  from 
running  up  the  forearm. 
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LESSON  plan:  24 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT       IV       :  SAFETY 
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STEPS  OP  PROCEDURE: 

1.  Remove  watch  and/or  loose  rings  if  necessary.  Roll  up  your 
sleeves. 

2.  Turn  on  water  with  knee*  foot  or  hand  controls;  adjust 
temperature  so  it  is  warm. 

CAUTION:    Do  not  turn  controls  during  procedure. 

3.  Wet  hands  thoroughly*  including  two  or  three  inches  above 
wrists;  hold  hands  with  wrists  lower  than  elbows. 

4.  Apply  a  generous  amount  of  soap  to  hands.  if  using  bar 
soap*  rinse  it  well  before  lathering  and  before  returning 
it  to  the  dish. 

5.  Scrub  hands  for  at  loast  15  seconds: 

a.  Wash  palms  and  bacK  of  hands  with  at  least  ten  circular 
motions. 

b.  Wash    fingers    and    between    fingers    with   ut    least  ten 
circular  motion. 

c.  Wash  wrists   and   lower  arms  with  at   least  ten  circular 
motions. 

6.  Rinse  lower  arms*  wrists*  and  hands— keep  wrists  lower  than 
elbows . 

7.  Dry  hands  well  with  paper  towel  or  fresh  clean  towel*  using 
one  for  each  hand. 

8.  Turn  off  faucet  with  {;aper  towel. 

9.  Discard  paper  towel.  Be  careful  not  to  touch  the  part  that 
touched  the  faucet. 

10.  Apply  hand  lotion  if  desired. 

SUMMARY  AND  CONCLUSION: 

1.  Classroom  discussion 

2.  Review  steps  of  procedure. 
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LESSON  PLAN:  24 

COURSE  TITLE:       WURSE  ASSISTANT 

UMIT       IV       :  SAFETY  


CLASSROOM  DISCUSSION: 

1.  Nh>     aitt     the     faucet     contiole     not     turned    duiing  the 
han'  washlng  pioceduie? 

2.  Nhy  do  we  keep  out  hands  lowei  than  out  elbows  during  the 
handwashing  pioceduie? 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Demons tzate  handwashing  ptocedute. 

2.  Divide    students    into   groups    to   practice   and  demonstrate 
handwashing. 
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LESSON  PIAN: 
COURSE  title: 
UNIT      IV  ! 




NURSE  ASSISTANT 


EVALUATION  ITEMS:  NAME  OF  STUDENT 


HANDWASHING 


EQUIPMENT: 

1.  Water 

2.  Soap 

3.  Paper  tovels 

4.  Waetebasket 

5.  Hand  lotion 


DXD  Yn  nUDBIT 


TU 


■0 


1.   iMov*  Mich  tfid/er  rinfttt  roll  up  tletYM. 


2.   turn  on  i«Ur  eomctIr«  adjutt  t  inratur<> 


3.  Itoi  lMn4t  and  2-3**  nbeva  wristi  (kMplnt  wriata  lowar 
than  aXteim)* 


4.   Apply  propar  laount  of  aoap  (rinaa  har  aoap). 


5.   acrub  lianda  uainft  propar  taefmiqua  on  pal»a«  vriata 
and  finsara. 


a.   ftinaa  lowar  arsa,  iiriata,  and  Kanda  (kaaping  ifriata 
lowar  than  albowa). 


7*   Dry  tianda  proparly* 


Turn  off  faueai  cerracUy. 


f  •   Diacard  iowal. 


10.   Apply  hand  lotion  if  daairad. 


The  Student  has  eatiefactorily  completed  the  procedure 
"•HANDWASHING**  accordlny  to  the  steps  outlined. 


Instructor's  Signature 
(Verifying  Satisfactory  Completion) 
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LESSON  PLAN:  25 

COURSE  TITLE:       HURSE  ASSISTANT 


tIMTT       IV       :  SAFETY  

SCOPE  OF  UNIT: 

This  unit  covers  all  areas  of  safety.  It  refers  to  specific 
measures  to  be  aware  of  regarding  clients,  the  environment, 
particular  safety  devices,  as  well  as  the  role  of  the  nurse 
assistant  in  fire  and  disaster  safety.  The  prevention  and 
control  of  infection  are  also  considered  safety  measures.  It 
is  vital  to  our  clients'  well-being  to  prevent  communicable 
diseases  in  our  facilities. 

INFORMATION  TOPIC:  IV-25  OR  DEMONSTrATION: 

T SOLUTION  TECHNIQUES 

(Lesson  Title) 
LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Describe  the  purpose  of  isolation  technique. 

2.  Recognize  feelings  the  client  in  isolation  may  experience. 

3.  Macch  each  type  of  isolation  to  the  correct  reason  for  its 
use. 

4.  Recognize  important  facts  when  followinvj  isolation  procedure. 

5.  State  the  definition  of  terminal  disinfection. 


SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  Door    signs    used    at    facility    for    different    types  of 
isolation. 

2.  Isolation  gown,  mask,  gloves 


TEACHER  RESOURCES! 


INTRODUCTION: 


Isolation  is  indicated  when  client  has  an  infection  that  could 
be  easily  8pr*»»'i.  The  type  of  isolation  is  dependent  upon  what 
type  of  infe';tion  the  client  has  and  how  it  might  be  spread. 
It  is  impoLtant  for  the  nurse  assistant  to  havs  a  basic 
understanding  of  the  isolation  iechniques  as  presented  in  this 
lesson. 
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LESSON  PLAN:   2b  

COURSE  TITLE:       NUBSE  ASSISTANT  

UNIT       IV       ;  SAFETY  

OUTLINE:     (Key  Points) 

I.  Purpose  of  Isolation  Technique 

A.  This     technique    ie    used    to    prevent    the    spread  of 
disease-producing  germs  (pathogens) 

1.  Protects  the  infected  client  and  staff  from  further 
infection. 

2.  Protects  uninfected  clients  and  staff  from  being 
infected. 

B.  Type  of  isolation  Jepenus  upon  the  type  of  infection 

II.  Client's  Feelings  about  Isolation  (CD-I) 

A.  Client  may  feel  lonely,  rejected,  or  "dirty.  • 

B.  Assist  the  client  in  dealing  with  being  in  isolation. 

1.  Explain  to  the  client  the  reason  for  isolation  and 
that  this  will  speed  up  his  or  her  recovery  and 
prevent  the  spread  of  his/her  germs  which  caused 
the  disease. 

2.  Check  the  client  at  regular  intervals  so  hr;/she 
does  n'^t  feel  isolated  from  the  rest  of  the  world . 
Make  sure  other  staff  members  know  how  important  is 
it  to  check  on  the  client. 

3.  Listen  to  the  client's  concerns. 

4.  Provide  assurance  to  the  client. 
III.  Types  01  Isolation 

A.  Strict  isolation 

1.  Used  to  prevent  the  spread  of  highly  communicable 
diseases  by  contact  or  through  the  air. 

2.  Protects  others  from  the  client's  germs. 

3.  Examples:  burn  wounds.  infections  caused  by 
staphylococcus  and  streptococcus 


B.  Respiratory  isolation 

1.  Used  to  prevent  spread  of  disease  by  droplets  that 
are  coughed,  sneezed,  or  breathed  into  the  air. 

2.  Protects  others  from  the  client's  germs  from 
respiratory  system. 

3.  Examples:    chicken  pox.  mumps,  tuberculosis 

C.  Hound  and  skin  precautions 

1.  Used  with  infections  that  are  spread  by  coming  in 
direct  conduct  with  wound,  linen,  or  dressing 

2.  Protects  others  from  germs  in  client's  wounds  and 
heavily  contaminated  articles 

3.  Examples:    impetigo,  infected  decubitus  ulcers 

D.  Enteric  precaucions 

1.  Used  with  infections  that  are  spread  through  urine, 
feces,  and  heavily  contaminated  articles:  spread  of 
the  infection  may  invol  e  taking  in  the  germ 
through  the  mouth. 

2.  Protects  others  from  germs  in  client's  bowels, 
bladder  and  stomach. 

3.  Examples:  hepatitis.  infections  caused  by 
diarrhea.  AIDS 

E.  Protective  isolation  (reverse) 

1.  Used  with  persons  who  have  a  seriously  decreased 
ability  to  resist  disease 

2.  Protects  client  from  the  germs  of  other  people 

(CD-2) 

3.  Examples:     leukemia,  burns,  client  on  chemotherapy. 
IV.  Ik^portant  Factors 

A.  Be   aware   of   and   follow  the   measures   being   taken  for 
each  type  of  isolation. 

1.  There  should  ba  a  sign  posted  that  lists  all 
precautions  to  take  with  each  typ  o  of  isolation- 
follow  these  recommendations  listed  to  protect 
everyone. 
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2.  Gowns,  gloves  and/or  makes  nay  be  required  for  the 
NA  to  wear. 

3.  Gloves  must  be  worn  when  emptying  any  fluid-filled 
container  and  drainage  from  urinary  bag. 

B.  Always    organize    your    work    before    going    into  the 
room.  (CD-3) 

1.  Gather  all  supplies  and  linens  needed. 

2.  Inform  other  staff  members        you  will  be  needing 
their  assistance. 

C.  Remember  iSL  wash  hands  before  and  after  contact  with 
the  client — this  remains  the  single  most  important 
means  of  preventing  the  spread  of  infection. 

D.  Gloves  do  not  eliminate  the  need  to  wash  your  hands, 
they  j'ist  provide  a  barrier  befwc^en  you  and  the  client. 

E.  Articles  of  linens  removed  from  an  isolation  room  must 
be  completely  covered  with  a  non-contaminated 
container:  this  procedure  is  called  "double  bagging." 

F.  The  thermometer  and  blood  pressure  apparatus  may  be 
left  in  the  room  and  not  taken  out  of  the  room  until 
the  isolation  is  discontinued. 

G.  Terminal  disinfection  -  thorough  cleaning  of  room  with 
disinfectant  solution  after  isolation  is  discontinued 

V.  Summary  and  Conclusion 

A.  Purpose  of  isolation  technique 

B.  Client's  feelings  about  isolation 

C.  Types  of  isolation 

D.  Important  factors 


As  a  nurse  assistant,  you  must  always  think  in  terms  of  clean 
and  dirty  areas.  However,  your  clients  in  isolation  must  never 
feel  "dirty"  because       your  training  in  isolation  techniques. 

These  techniques  help  keep  you.  the  client  and  others  free  from 
other  infections.  Handwashing  before  and  after  client  contact 
is  the  best  technique  for  reducing  the  spread  of  infection. 
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LESSON  PLAN:   


COURSE  TITLE:      NURSE  ASSISTANT  .  

UNIT  IV  :  SAFETY  

CLASSROOM  DISCUSSION: 

1.  How  would  you  feel  if  left  alone  in  isolation  for  three  or 
four  days  with  few  vieitocs. 

2.  If  you  have  experience  working  in  a  facility,  have  you  ever 
taken  care  of  a  client  in  one  0£'  these  types  of  isolation? 
If  80.  what  type  of  isolation,  and  what  was  the  experience 
like? 

3.  Why  is  it  important  to  think  about  supplies  you  will  need 
before  you  enter  the  room? 


CLASSROOM.   uABORATORY.  OR  OTHER  ACTIVITIES: 

1.    instructor  demonstrates  how  to  gown.  mask,  and  glove  before 
entering  and  leaving  strict  isolation  room. 


LESSON  PLAN:  25 

COURSE  title:       NUBSE  ASSISTANT 

UNIT       IV       ;  SAFETY  


EVALUATION  ITEMS: 

1.  What  is  the  purpose  of  isolation  technique? 

Por  each  of  the  following,  write  ''T"  if  the  statement  if  true, 
or  "P"  if  it  is  false. 

2.  The  client  in  isolation  may  feel  lonely  or  dirty. 


  3.  It    is   only  necessary  to  take  care  of  the  isolation 

client *s  needs  one  time  each  shift. 

  4.  Listening  to  the  client  regarding  his/her  concerns  is 

an  important  part  of  his/her  nursing  care. 

  5.  Gloves  eliminate  the  need  to  wash  your  hands. 

  6.  Double     bagging     is     a     procedure     used     to  cover 

contaminated  articles  when  removing  them  from  the 
client's  room. 

Match  each  type  of  isolation  to  the  correct  reason  for  its  use 
by  writing  the  letter  in  the  blank. 


7. 

Enteric 

a . 

8. 

Protective 

9. 

Respiratory 

b. 

10. 

Strict 

c. 

11. 

Wound  and  skin 

communicable  diseases  by  direct 
contact  or  through  the  air 


disease  by  airborne  droplets 


spread  by  direct  contact  with 
wounds 

d.  Used  with  diseases  spread  by 
body  excretions 

e.  Used  with  persons  who  have 
seriously  decreased  ability  to 
resist  disease 


12.    Define  terminal  disinfection. 


LESSON  PLAN:  25 

COURSE  TITLE:      NURSE  ASSISTANT 


UNIT_       '  :  SAFETY 


ANSWERS        EVALUATION  ITEMS: 

1.  The  purpose  of  isolation  techniqre  is  to  prevent  the  spread 
of  disease-producing  germs  (pathogens)  in  order  to  protect 
the  infected  resident  from  further  infection  as  well  as  to 
protect  uninfected  residents  and  i^caff  from  being  infected. 

2.  T 

3.  P 

4.  T 

5.  P 

6.  T 

7.  d 

8.  e 

9.  b 

10.  a 

11.  c 

12.  Thorough  cleansing  of  room  with  disinfectant  solution  after 
isolation  is  discontinued. 
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LESSON  PLAN:  26 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      V  FOOD  AND  NUTRITION  

SCOPE  OF  unit: 

This  unit  covers  the  basics  of  nutrition  with  background 
information  on  meal  planning,  shopping  for  food,  meal 
preparation  as  well  as  serving,  feeding  and  monitoring  all 
types  of  clients'  intake  of  food  and  fluids.  The  steps  of 
procedure  cover  feeding  the  helpless  client,  feeding  a  client 
using  a  bulb  syringe  or  patient  feeder  and  measuring  and 
recording  of  fluid  intake  and  output. 

INFORMATION  TOPIC:       V-26  OR  DEMONSTRATION: 

NUTRITION 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Match  terms  presented  in  this  lesson  to  correct  definitionb. 

2.  List  the  five  categories  of  nutrients. 

3.  List  the  four  food  groups  and  give  examples  from  each. 

4.  Explain  the  advantages  of  six  special  diets. 

5.  Identify  two  methods  of  providing  a  nutritionally  complete 
liquid  diet. 

6.  Define  non-nutrients  and  discuss  their  importance. 

7.  Discuss  the  nutritional  needs  of  each  age  group. 

SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  HO  1:  The  Basic  Four  Food  Groups 

2.  HO  2:  General  Nutrition 

3.  HO  3:  Basic  Food  Groups 

4.  HO  4:  Food  For  All  Ages 

5.  HO  5:  Diet  for  Adults 

6.  HO  6:  Diet  for  Older  Adults 

7.  Dairy  Council  Films:    "Food,  Energy,  and  You" 

"Food,  the  ,olor  of  Life" 
"What's  Good  to  Eat" 

8.  Projector/screen 
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TEACHER  RESOURCES: 


introduction: 

Food  is  very  important  to  all  of  us  no  matter  what  our  age.  He 
are  what  we  eat  I  The  whole  process  of  taking  in  food  and 
producing  energy  from  it  is  called  nutrition.  Nutrition 
becomes  extremely  important  for  the  long-term  care  client  who 
may  hav  some  impairment  in  his  or  her  digestive  process.  The 
elderly  person  needs  the  same  nutrition  as  he/she  did  at  an 
earlier  age,  but  less  calories  are  required.  It  is  important 
that  we  understand  the  essentials  of  nutrition  in  order  to 
provide  the  clients  with  the  best  possible  care.  In  this 
lesson  we  will  discuss  nutrients  and  their  purpose,  the  basic 
four  food  groups,  and  the  most  common  diets.  Essential 
non-nutrients  will  also  be  discussed.  So  let's  eat  this  lesson 
upi 
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LESSON  PLAN:  26 

COURSE  TITLE:       NURSE  ASSISTANT  ..^  

UNIT      V         :       FOOD  AND  NUTRITION  

OUTLINE:  (Key  Points) 

I.  Terms  and  Definitions 

A.  Defecation  -  passing  of  stool 

B.  Digestion  -  process  by  which  food  is  broken  down, 
mechanically  and  chemically,  and  changed  to  a  form 
that  can  be  absorbed  by  the  body 

C.  Nutrient  -  food  that  supplies  the  body  with  its 
necessary  elements 

D.  Nutrition  -  the  process  of  taking  in  food  and 
producing  energy  from  it 

E.  Peristalsis  -  wave-like  movements  of  the  digestive 
tract  which  push  food  along  to  the  next  part  of  the 
intestines 

F.  Residue  -  what  remains  of  something  after  a  part  is 
removed 

G.  Roughage  -  indigestible  fiber  of  fruits,  vegetables 
and  grains  which  acts  as  a  stimulus  to  aid  intestinal 
peristalsis 

II.  Fivo  Categories  of  Nutrients 
A.  Protein 

1.  Function    is    to    build    and    repair    tissue,  help 
build    blood,    help    form    antibodies    and  provide 

energy  ^  ^ 

2.  If    excess    protein    is    taken    in,    the    uody  will 

change  it  to  fat  and  store  it  as  fat. 

3.  Source  -  eggs,  milk,  meat  (CD-I) 
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B.  Carbohydrates 

1.  Give  the  body  a  source  of  immediate  energy 

2.  Broken    down    by    digestive    process     into  simple 
sugars,   the  most  important  one  is  glucose 

3.  If    excess    carbohydrates    are    taken    in,    the  body 
will  convert  them  to  fat, 

4.  Sources    -    breads,    cereals,    sugar,    syrup,  fruits 
and  vegetables  and  milk  (CD-2) 

C.  Fats 

1.  Main  function  is  to  store  as  energy  for  later  use 

2.  Sources  -  butter,   cream,  salad  oil  (CD-3) 

D.  Vitamins 

1.  Important    for    the    proper    breakdown    and    use  of 
nutrients 

2.  Well-balanced  diet  contains  sufficient  amounte 

3*    Vitamins     may     be     destroyed     by     overcooking  or 
exposure  to  air. 

4,  Identified  by  letters  such  as  A,  B-complex,  C,  D, 
E,  and  K 

5,  Sources  -  varies  with  each  vitamin 

E.  Minerals 

1.  Regulate  many  body  processes 

2.  Examples    -    calcium,     phosphorus,     sodium,  iron, 
iod  ine 

3.  Sources  -  varies  with  each  mineral 
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III.  Basic  Four  Food  Groups  (HO  1,  HO  2.  HO  3) 

A.  A  balanced  diet  contains  a  particular  number  of  food 
servings  from  each  of  the  four  food  groups.       (CD- 4) 

1.  Meat  and  other  protein  equivalents 

a.  Meat,    poultry,    fish,    cheese,    eggs,  dried 
beans,  peas,  nuts 

b.  Adult    serving:      2    servings    =    (6    or  more 
ounces/day) 

2.  Milk  and  equivalents 

a.  Milk  (whole,   2%,   skim),  yogurt,  buttermilk, 
cream,  and  cheese 

b.  Adult  serving:  2  servings  =  (2  cups/day) 

3.  Bread  and  cereals  - 

a.  Enriched  or  whole  grain  breads  and  cereals, 
crackers ,  pasta ,  rice,  potato 

b.  Adult  serving  -  4  servings/day 

4.  Vegetables  and  fruits 

a.  Dark-green     or     deep-yeliow    vegetables  or 
fruits  or  fruit  juices 

b.  Adult  serving  -  4  servings/day,   1  vitamin  C 
source  daily 

B.  The  client  on  a  regular  diet  has  no  restrictions 
(HO  4) 

IV.  special  Diets  (HO  5)  (CD-5) 
A.     Liquid  -  foods  that  are  liquid 

1.     Clear  liquid 
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a. 


Minimal  residue.  consists  mainly  of 
dissolved  sugar  and  flavored  fluids,  no 
milk,  not  nutritionally  adequate  alone 


b. 


Examples :     coffee .  tea.  broth,  jello 


2. 


c.        Usually    ordered     if     resident    has    f lu  or 
diarrhea 

Full  liquid  -  intake  and  output 


a. 


Strained  semi-liquid  food,  any 
be  nutritionally  adequate 


liquid,  can 


b. 


Examples :  fruit  juice,  milk, 
cream,  creamed  soup 


pudding,  ice 


c. 


Usually  ordered  is  resident 
diarrhea 


has 


flu 


or 


B.  Soft 

1«     Foods  easily  chewed 

2.  Fibrous  and  highly  seasoned  foods  eliminated 

3,  Examples  -  tender  chopped  or  ground  meat, 
poultry,  well-cooked  peeled  fruits  and  vegetables 

C.  Diabetic  -  requires  closer  monitoring 

1,  Diet  is  carefully  controlled  in  kind  and  amounts 
of  food  from  the  four  groups.  balance  of 
carbohydrates .  protein,  and  fats 

2.  Person  lacks  insulin  which  is  necessary  to  break 
down  carbohydrates 

3«  Should  not  have  sugar  or  high  carbohydrate  foods 
on  tray--check  with  charge  nurse  before  giving  to 
the  resident 

4.  May  need  snacks  between  ireals  and  at  bedtime 

5,  Food  not  eaten  should  be  reported  to  the  charge 
nurse 
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D.  Bland 

1.  Easily  digested  and  low  in  spices 

2.  No  roughage  (CD-6) 

3.  Ordered  for  clients  with  ulcers,  irritated 
digestive  tracts 

E.  Low  salt  (low  sodium) 

1 .  Salt  occurs  naturally  in  food,  this  diet 
eliminates  salty  food  and  salt  added  to  food 

2 .  Sodium  is  a  mineral  that  helps  regulate  the 
body's  water  balance 

3.  No  table  salt  on  tray  or  table 

4.  Check  with  charge  nurse  before  giving  resident  a 
salt  substitute.     (High  K+) 

F.  Low  cholesterol   -   eliminates   animal   fats   from  diei, 
allows  some  types  of  vegetable  fats 

IV.      Nutritionally  Complete  Liquid  Diets 

A.  Oral 

1.  Given  by  mouth  for  client  to  drink  (CD~7) 

2.  May  be  a  supplement  to  regular  diet  or  may  be  the 
Only  nutrition  the  resident  takes  in 

3.  May  be  commercially  prepared,  such  as  Ensure  or 
Sustagen 

4.  May  be  prepared  by  dietary  department 

B.  Tube  feedings 

1.  Given  by  a  tube  inserted  into  the  nose  that  goes 
down  the  esophagus  into  the  comach  (NG  tube)  or 
by  a  tube  that  goes  directly  into  the  stomach 
(gastrostomy  tube);  head  of  bed  is  elevated 
during  administration ;  intake  and  output  is 
recorded 
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^'     onw^'n  ^  .^"PPl^"'^"'^  to  regular  diet  or  mar  be  the 
only  nutrition  the  client  takes  in 

3.  May  be  commercially  prepared 

4.  May  be  prepared  by  dietary  department 
Non-Nutrients 

A.  Fiber 

Indigeri-br^pi'rr  °^      ^^^^  ^-^"^^^ 

so^^er^^tooi'"'"""..''^  stool-the    larger  and 

softer    stool    is.    the   easie.-   it   is   to  eliminate 
thus  preventing  constipation  eliminate. 

!'nfoL  r-^^^  ""O"  detailed 

aSnor!!?'^"  pertaining  to  conditions  that  cause 
abnormal  bowel  function. 

'°?fie^s  a^d  n^^i^  ^^^^^^^    Of  corn 

Ke*.nexs  and  peas,   fruit  and  potato  skins 


B.  Water 
1 


Essential  to  life  -  a  person  can  only  live  a  few 
days  without  water.  provides  minerals  but  no 
other  nutrients 

2.  60%  of  the  human  body  is  water. 

3.  Fluid      intake     must     match     what      is      lost  by 

Joi^M^^'"  ^^^f^^'^ion-  perspiration,  respiration, 
vomiting,  drainage  from  wounds,  hemorrhage,  and 
extensive  burns.  * 

Illness  may  upset  water  balance. 

Dehydration  is  an  excessive  loss  of  water  from 
body  tissues;  £  -mptoms  may  include  thirst 
ajLChough  the  elder. y  often  do  not  get  "thirsty" 
which   IS  why  water   should  be  offered  frequently 
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other  symptoms  are  dryness  of  skin  and  mucous 
membranes  (inside  of  nose  and  mouth), 
constipation,  little  or  no  urination,  fall  in  BP. 
loss  of  tissue  elasticity,  dizziness  and  mental 
confusion 

6.     Edema  occurs  when  there   is  too  much  fluid  in  the 
tissue .     Symptoms   include   swelling,    shortness  of 
breath,  increase  in  weight,  decrease  in  urine. 
(CD-8) 

VI.  Nutritional  Needs  of  the  client  (CD-9) 

A.    Food  for  All  Ages      (H.O.  4)   (Teach  from  this  handout) 

1.  Nutritional  needs  of  the  elderly  are  the  same  as 
for  a  middle-aged  adult  except  for  a  reduction  in 
calories,  due  to  not  being  as  physically  actWe. 

2.  Fats,  desserts,  and  sweets  should  be  served  in 
smaller  amounts  to  avoid  excess  calories. 

3.  If  appetite  is  poor,  offer  smaller,  more  frequent 
mea^  s . 

VII.  Summary  and  Conclusion 

A.  Terms  and  definitions 

B.  Five  categories  of  nutrients 

C.  Basic  four  food  groups 

D.  Special  diets 

E.  Nutr itiorally  complete  liquid  diets 

F.  Non--nutr  ients 

G.  Nutritional  needs  of  the  client 

You  should  now  have  an  understanding  of  the  importance  of 
diet  for  the  clients  as  well  as  for  yourself.  If 
nutritional  needs  are  not  being  met.  problems  will 
arise.  Take  note  of  the  food  you  serve  to  the  clients 
and  how  it  fits  into  a  well-balanced  diet.  Also  note 
what  foods  you  should  encourage  the  client  to  eat. 
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LESSON  PLAN-  26 

C0UB8B  TITLE;      NURSE  ASSISTANT  

UNIT      V         ;       FOOD  AND  NUTRITION  

CLASSROOM  DISCUSSION: 

1.  Name  some  foods  that  are  high  in  protein. 

2.  What    are    some    exmp^.ee    of    foods    that    are    high  in 
carbohydrates? 

3.  What  are  some  examples  of  foods  that  are  high  in  fats? 

4.  What  foods  are  included  in  these  groups? 

5.  Hav^e  you  ever  bean  on  a  special  diet? 

6.  What  is  meant  by  roughage? 

7.  Have   you    ever    tasted    any   commercially   prepared  liquid 
diets? 

8.  Do  you  know  how  fiber  and  water  help  prevent  constipation? 

9.  Do    the    elderly    clients*    nutritional    needs    differ  from 
yours? 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Assign  students  to  keep  a  food  intake  chart  for  one  day 
and  classify  foods  in  each  food  group. 

2.  Have  guest  dietician  speak  to  class  on  nutritional  needs 
of  the  adolescent  and  older  adult. 

3.  Show  films 
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FOOD  AND  NUTRITION 


to  the  correct  definition. 


LESSON  PLAN:  2S 
COURSE  TITLE:       NURSE  ASSISTANT 
UNIT      V  : 
EVALUATION  ITEMS 
Match  each  term 

  1.    Defecation  a. 

  2.  Digestion 

  3.  Nutrient 

b. 

  4.  Nutrition 

  5.    Peristalsis  c. 

  6.  Residue 

d. 

  7.  Roughage 

e. 
f . 

g. 


Process  by  which  food  is  broken 
down,  mechanically  and  chemi- 
cally, and  changed  to  a  form 
that  can  be  absorbed  by  the  body 

What  remains  of  something  after 
a  part  is  removed 

The  process  of  talcing  in  food 
and  producing  energy  from  it 

Food  that  supplies  the  body 
with  its  necessary  elements 

Indigestible  fiber  of  fruits, 
vagetables,  and  cereal  which 
acts  as  a  stimulus  to  aid 
intestinal  peristalsis 

Wave-like  movements  of  the 
digestive  tract  which  push 
food  along  to  the  next  part  of 
the  intestines 

Peissing  of  stool 


8.     List  the  five  categories  of  nutrients, 
a. 
b. 
c. 
d. 
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9.  List   the   four   basic   food   groups   and   an   example  from  each 
one* 

a. 

b. 

c* 

d. 

10.  How  do   the  elderly  clients*    nutritional   needs  differ  from 
that  of  a  middle-aged  adult? 

For  each  o'  the  following,  write  if  the  statement  is  true, 

or  "F"  if  it  is  false. 

 11.    On  a  clear  liquid  diet,  the  client  may  have  milk. 

 12.    On  a  regular  diet,  the  client  may  have  any  food  he  or 

she  desires. 

 Ll3*     The  soft  diet  is  easily  digested  and  chewed. 

 14.    For  a  bland  diet,  the  food  is  highly  seasoned. 

 15.     Salt  is  necessary  for  a  low  sodium  diet. 

 16.     The  ciet  of  a  diabetic  must  be  carefully  controlled. 

 17.    Water  is  vital  to  all  body  functions. 

 18.    Liquid  tube  feedings  may  be  given  to  provide  the  same 

nutrition  as  a  well  balanced  regular  diet. 

 19,    Fiuer    is   the   nutritive   part   of    plant   food  which  is 

easily  digested. 
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LESSON  PLAN:  26 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      V         :       FOOD  AND  NUTRITION 


ANSWERS  TO  EVALUATION  ITEMS: 

1.  g 

2.  a 

3.  d 

4.  c 

5.  £ 

6.  b 

7.  e 

8.  a.  Carbohydrates 

b.  Fats 

c.  Protein 

d.  Vitamins 

e.  Minerals 

9.  a.    Meat  and  other  protein  equivalents  -  the  student  may 

list  any  one  of  the  following  as  an  example:  meat, 
poultry,  fish,  cheese,  eggs,  dried  beans,  peas,  nuts 

b.  Milk  and  equivalents  -  the  student  may  list  any  one 
of  the  following  as  an  example:  milk  (whole,  2*, 
skim),  yogurt,  buttermilk,  cream,  cheese 

c.  Brt  's  and  cereals  -  the  student  may  list  any  one  of 
the  following  as  an  example:  enriched  or  whole  grain 
breads  and  cereals,  crackers,  pasta,  rice,  potato 

d.  Vegetables  and  fruits  -  the  student  may  list  any  one 
of  the  following  as  an  example:  dark  green  or  deep 
yellow  vegetables 

10.  The    nutritional    requirements    are    the    same,    but  fewer 
calories  are  needed  due  to  decreased  physical  activity. 

11.  F 

12.  T 

13.  T 

14.  F 

15.  F 

16.  T 

17.  T 

18.  T 

19.  F 
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THE 


BASIC  FOUR  FOOD  GROUPS 


HO  1 


VEGETABLES  AND  FRUITS  MILK  AND  EQUIVALENTS 

4  Servings/Day  2  Cups/Day 


GENERAL  NUTRITION 


HO  2 


GENERAL  NUTRITION 


The  body  depends  on  food  lor  energy,  growlh,  repair  of  tissue,  and  Ihe  maintenence  and  regulation  of  many 
functions.  Each  nulrieni  furnished  by  food  has  a  specific  conlribulion  to  good  health.  The  use  of  any  one 
nutrient  by  the  body  is  dependent  on  a  proper  balance  of  all  the  oJher  nutrienis  to  accomplish  its  purpose. 
The  more  variety  there  is  in  the  choice  of  food,  the  better  the  diet  is  likely  to  be.. 

Energy  needs  must  be  met  to  maintain  a  healthy  body.  Food  energy  values  and  allowances  are  expressed  in 
Kilo-Calories  and  will  be  referred  to  as  calories  throughout  this  manual.  The  energy  allowance  for  each 
population  and  age  group  varies.  The  average  needs  of  people  in  each  category  is  expressed  in  the 
Recommended  Dietary  Allowance  (RDA)  Table. 

It  is  important  to  maintain  desirable  body  weight  throughout  life  and  this  is  done  through  a  balance 
between  energy  Intake  and  energy  output.  A  large  number  of  individuals  in  the  United  States  are 
overweight  and  may  require  less  energy  than  is  recommended  because  they  have  sedentary  work  and 
leisure  patterns.  Energy  intake  should  be  adjusted  for  the  individual  to  maintain  desirable  body  weight  in 
relation  to  age,  sex,  height  and  physical  activity. 

Energy  may  be  derived  from  any  reasonable  combination  of  carbohydrate,  fat  and  protein.  An  additional 
souxe  of  energy  is  alcohol. 


Carbohydrate 

Carbohydrate  is  the  main  source  of  energy  in  the  diet.  A  reasonable  proportion,  45-55  percent,  of  a 
person's  caloric  intake  should  be  derived  from  carbohydrates.  Foods  such  as  fruits,  vegetables  and 
whole  grain  cereals  provide  energy  mainly  from  carbohydrate  and  are  generally  good  sources  of  other 
nutrients,  such  as  vitamins  and  minerals.  The  principal  carbohydrates  are  sugars,  starches  and  cellulose. 
The  sugars  include  the  monosaccharides  and  disaccharides  in  refined  sugars,  jams,  jellies,  syrups,  honey, 
fruits,  soft  drinks  and  milk.  The  starches  are  the  polysaccharides  of  cereals,  flour,  potatoes,  and  other 
vegetables.  Dietary  fiber  is  generally  defined  as  the  sum  of  the  indigestible  carbohydrate  and 
carbohydrate-like  components  of  food,  including  cellulose,  lignin,  hemicclluloses  and  pectins. 

Esl 

Another  source  of  energy  in  the  diet  is  fat.  Dietary  fat  also  serves  as  a  carrier  for  fat-soluble  vitamins 
and  provides  essential  fatty  acids.  Total  fat  intake  should  comprise  no  more  than  35  percent  of  dietary 
energy.  Food  sources  of  fat  include  butter,  margarine,  oils,  lard  and  fat  in  meat,  poultry,  ush,  and  dairy 
products.  Essential  fatty  ackJs,  the  primary  on''  being  linoleic  acid,  must  be  provided  in  the  diet  because  of 
the  multiple  functbns  they  perform.  Linoleic  acid  is  found  widely  in  varying  amounts  in  foods  of  bo\h 
plant  and  animal  origin. 
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Protein 

Another  important  component  in  the  diet  is  protein.  Protein  foods  can  be  used  as  an  energy  source  but 
more  importantly,  food  proteins  provkJe  amino  acids  for  the  synthesis  of  body  proteins  and  for  the 
synthesis  of  many  other  tissue  constituents.  Amino  acids  obtained  from  food  proteins  are  essential  for 
growth,  f^ne  essential  amino  acids  are  not  synthesized  by  the  body  and  therefore  must  be  provided  by  foods 
in  the  diet.  Animal  products-eggs,  milk,  meat,  fish  and  poultry-contain  all  of  the  essential  amino  acids 
in  the  correct  proportion.  Grains  and  legumes  also  furnish  protein  but  are  low  in  some  essential  amino 
acids. 
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vitamins  and  MlnfinN 

Vitamins  and  minorals  se»vo  many  funclions.  Vitamins  are  a  group  o(  organic  compounds  in  foods  that  are 
needed  In  minute  quantities,  and  are  essential  for  specilic  body  funclions  of  maintenance,  growth  and 
reproduclion.  Vitamins  are  classified  as  either  fat  soluble  or  water  soluble.  (Minerals  are  subdivided  into 
two  categories:  1)  macro-nulrlenls-lhose  occuring  In  appreciable  amounts  accounting  for  most  of  the 
body  content  of  minerals  such  as  calclum--and,  2)  micronutrients  or  trace  elements-lhose  pres^'nt  in 
minute  quantities,  such  as  Iodine  or  Iron.  Mineral  elements  are  components  of  the  body's  structure  or 
constituents  of  enzymes  and  hormones.  They  serve  as  regulators  of  body  fluids  and  are  involved  with  other 
tx>dy  functions. 

A  normal,  healthy  diet  should  contain  20-25  grams  of  dietary  fiber.  Dietary  fiber  is  g  ;nerally  defined  as 
the  sum  of  the  digestible  carbohydrate  and  carbohydrate-like  components  or  food  including  cellulose, 
lignin.  hemicelluloses.  pentosans,  gums,  and  pectins.  These  nondlgestible  substances  provide  bulk  in  the 
diet  and  aid  elimination.  (See  Appendix) 

miei 

Water  is  an  essential  part  of  the  diet  for  it  plays  a  role  in  practically  all  body  processes,  and  is  the  iTiost 
abundant  body  constituent.  The  body  is  equipped  with  a  number  of  homeostatic  mechanisms,  including  the 
sensation  of  thirst,  that  operate  to  maintain  total  body  water  within  narrow  limits.  Water  is  present  in 
practically  all  foods. 


Food  groupings  have  been  made  and  general  guidelines  established  which  recommend  the  appropriate 
number  of  servings  from  each  of  the  food  groups,  so  that  an  adequate  amount  of  minerals  and  vitamins  are 
provided  in  the  daily  diet.  The  elimination  of  one  food  group  might  appreciably  reduce  the  intake  of  one  or 
more  of  the  minerals  and  vitamins. 

The  manner  in  which  foods  are  selected,  prepared,  and  served  affects  Iheir  contribution  to  the  diet.  Care 
must  be  taken  to  select  a  variety  of  foods,  prepare  them  in  a  manner  to  preserve  their  nutrient  content, 
prevent  food  spoilage  or  contamination,  and  serve  them  attractively. 


Source:  Missouri  Diet  l^anual.  6lli  Edition.  Missouri  Deparimeni  of  Health  and  Missouri  Depatimenl  of  Social 
Services  -  Qivision  of  Aging 


BASIC  FOOD  GROUPS 
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The  food  o^'oups  provide  a  pattern  to  use  as  a  guide  when  planning  menus.  The  minimum  number  of 
servings  specified  from  each  group,  if  well  chosen,  forms  the  foundation  of  a  nutritionaiiy  adequate  diet. 
Use  of  additional  servings  from  these  groups  along  with  the  "other  foods  may  be  needed  if  caloric  need  is 
greater. 

MEAT  AND  MEAT  ALTERNATES 

The  meat  group  includes  meal  (beef,  veal,  pork,  lamb  and  wild  game);  fish  and  shellfish;  poultry;  eggs; 
and  legumes  such  as  dry  beans,  lentils  and  nuts. 

A  serving  from  this  group  equals: 

2  ounces  meat,  fish  or  poultry 
1/2  cup  canned  tuna  or  salmon 
2  eggs 

2-  3  ounces  of  liver 
2  hot  dogs.  1  3/5  ounces  each 

3-  4  slices  luncheon  meals,  1  ounce  slices 
4  tablespoons  peanut  butler 
1/2  cup  nuts 

1  cup  of  cooked  dried  beans,  peas  or  lentils 

Meat,  fish  poultry  and  eggs  provide  high  quality  protein.  Dry  beans  and  peas,  soy  extenders,  and  nuts  by 
themselves  are  incomplete  proteins  (amino  acids).  Foods  containing  dry  beans,  dry  peas  or  nuts  should  be 
combined  with  grain  or  animal  protein  to  enhance  protein  utilization  (examples:  bean  burrito  with  cheese 
and  peanut  butter  sandwich).  This  group  also  supplies  fat,  iron,  niacin  and  other  nutrients. 

MILK  AND  MILK  PRODUCTS 

The  milk  group  contains  all  types  of  milk  used  as  beverages,  all  kinds  of  natural  or  processed  cheese, 
cottage  cheese,  yogurt,  ice  cream  and  foods  made  with  large  proportions  of  milk  such  as  cream  soups  and 
puddings. 

The  recommended  servings  of  milk  vary  for  different  groups  of  people  because  nutrient  needs  vary  with 
body  size  and  the  stage  of  growth. 

A  serving  fron.  this  group  equals: 

1  cup  or  8  ounces  whole,  2%  or  skim  milk,  buttermilk;  reconstituted  nonfat  dry  or 
reconstituted  evaporated  milk 

1  1/2  ounces  cheese 

2  ounces  cheese  spread 
1  1/3'cups  cottage  cheese 
1  1/2  cups  cream  soup  made  with  milk 
1  1/2  cups  ice  cream 
.1  cup  pudding  or  custard  made  with  milk 
1  cup  yogurt 

Milk  is  the  best  source  of  calcium  and  riboflavin,  and  is  an  important  source  of  vitamins  A  and  D  and  high 
quality  protein.  Milk  provides  carbohydrale,  fat  (unless  nonfat  milk  is  used),  and  other  nutrients. 
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BREADS  AND  CEREALS 


The  bread  and  cereal  group  includes  all  grains-such  as  barley,  buckwheat,  corn,  oats,  rice,  rye  and 
wheal-and  bread,  breakfast  cereals,  grits,  noodles  and  pasta  products  made  from  grains. 


1  slice  whole-wheat  or  enriched  bread 
1  pancake  or  smpll  waffle 
1  tortilla 

1/2  English  muffin  or  hamburger  bun 

3/4  cup  ready-to*eat  cereal 

1/2  cup  cooked  cereal,  rice  grits,  pasta  or  noodles 

1  roll,  muffin  or  biscuit 
4  saltines 

2  graham  crackers 

1  piece  (2*  square)  cornbread 

Labels  shouWbe  checked  carefully  to  assjre  that  the  products  are  enriched  fonifled  or  whole-grain. 
Enriched  grains  provide  iron,  thiamin,  ribr  flavin  and  niacin,  and  are  the  main  source  of  cartjohydraie. 
Whole-grain  foods,  such  as  whole-wheat  bread,  oatmeal  and  shredded  wheat,  provide  more  fiber,  zinc, 
folic  ackj  and  vitamins  B6  and  E  than  other  bread  and  cereals.  I^ilk  combined  with  grains  improves  the 
usuability  of  grain  proteins  for  body  repair  and  building,  (Examples:  cereal  with  milk;  cheese  and  rice 
casserole.) 


The  fruit  and  vegetable  group  includes  all  fresh,  frozen  and  dried  fruits  and  vegetables  except  dried  beans 
and  peas.  A  daily  source  of  vitamin  C  and  a  folic  acid  rich  food  needs  to  be  included  in  the  diet.  A  rich 
source  of  vitamin  A  is  needed  at  least  3  to  4  tiiras  per  week. 

A  serving  of  cooked  fruits  and  vegetables  is  equivalent  to  1/2  cup  or  a  portion  ordinarily  served,  such  as  a 
medium  apple  or  banana,  a  potato  or  half  of  a  medium  grapefruit.  The  serving  size  should  be  increased  to 
I  cup  for  raw  vegetables,  such  as  dark  green  leafy  vegetables. 


Each  of  the  following  is  equal  to  one  serving  from  the  bread  and  cereal  group; 


FRUITS  AND  VEGETABLES 


Fruit  and  VegPtable  Rronp 


Serving  and  Food 


Vitamin  C  Source 


Citrus  Fruits 


1/2  cup  orange  or  grapefruit  juice 
1/2  grapefruit 

1  medium  orange 

2  small  tangerines 


Other  Fruits 


1/4  cantaloupe 

1/2  cup  strawberries 

1/2  cup  fruit  juice  enriched  with  vitamin  C 


Vegetables 


1  stalk  broccoli 


1  1/2  cups  cabbage 
3/4  cup  cauliflower 


1/2  medium  green  or  red  pepper 
2  medium  tomatoes 
1/2  cup  brussels  sprouts 
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Fruit  and  VgoetahiP  nrnnp 
Folic  Acid  and  Vitamin  A 

Vitamin  A  Sources 

Other  Fruits  and  Vegetables 


Serving  and  FnoH 

1  Cup  raw  or  3/4  cup  cooked  broccoli,  asparagus; 
brussei  sprouts;  spinach,  beet,  mustard,  or 
turnip  greens;  dark  teafy  lettuce. 

1/2  cup  sen^ings  of  apricots,  canlaloupc,  carrots, 
pumpkin,  sv/eet  potatoes,  tomatoes,  winter  squash, 
greens. 

1/2  cup  cooked  green  beans,  potatoes,  beets.  etc< 
1  medium  peach,  apple,  etc. 


FATS  AND  aLS 

Fats  are  a  concentrated  source  of  energy,  contain  essential  fatty  acids,  and  serve  as  carriers  for 
fat*solubl6  vitamins. 

A  serving  equals: 

1  teaspoon  margarine,  butter  or  oil 
1  tablespoon  salad  dressing  or  cream  cheese 
1  tablespoon  sour  cream  or  htavy  cream 
1  teaspoon  mayonnaise 
1  slice  bacon 
1  tablespoon  gravy 


073HB? 


This  group  contains  foods  which  have  a  low  nutrient  density  (a  low  level  of  nutrients  and  a  high  catorie 
content). 

Foods  included  in  this  group  are  sweets  or  desserts  which  are  high  in  ht  and  sugar,  and  are  often  made  with 
unenriched  flour.  Salty  items,  such  as  potatochips  and  salt  pork,  are  included  in  this  group.  These  foods 
can  compliment,  but  do  not  replace,  foods  from  the  four  food  groups.  Amounts  or  servings  should  be 
determined  by  individual  calorie  needs. 


BEVERAGES  AND  FLUIDS 
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This  group  supplies  no  significant  nutrients,  but  does  supply  water.  Coffee.tea  and  sugar-free  carbonated 
beverages  are  contained  in  this  group.  Carbonated  and  alcoholic  beverages  provide  carbohydrate  and 
alcohol,  and  may  cpntribute  significant  calories. 

MISCEUANEOUS 

Items  contained  in  this  group  include  condiments  and  Swoeti  which  are  used  in  small  amounts.  Condlmoni? 
Or  flavoring  substances,  such  as  catsup  or  mustard,  may  contribute  some  nutrients  but  are  usually  eaten 
in  amounts  too  small  to  be  significant.  Sugar,  honey,  syrup,  jam  or  jelly  contain  little  oi  no  additional 
nutrients  other  than  carbohydrate. 
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MEAN  HEIGHTS  AND  WEIGHTS  AND  RECOMMENDED  ENERGY  INTAKES 


Age 

(years; 

Weight 

Height 

(kg) 

(lb) 

(cm) 

(in) 

Infants 

0.0-0.5 

a 

1 1 

lO 

O.S-1.0 

Q 

r  1 

on 

Children 

1-3 

13 

QO 

00 

4-6 

20 

Ad 

119 

1  1  c, 

AA 

7-10 

CO 

Oc 

1 

CO 

Males 

11-14 

QQ 

be 

15-18 

66 

1  •#  w 

17R 

I/O 

19-22 

70 

154 

177 

70 

23-50 

70 

154 

178 

70 

51-75 

70 

154 

178 

70 

76+ 

70 

154 

178 

70 

Females 

11-14 

46 

101 

157 

62 

15-18 

55 

120 

163 

64 

19-22 

55 

120 

163 

64 

23-50 

55 

120 

163 

64 

51-75 

55 

120 

163 

64 

76+ 

55 

120 

163 

64 

Energy  Needs  (wHh  range) 


(kcai) 


(MJ) 


Lactation 


kgx  115 
kg  X  105 
1300 
1700 
2400 
2700 
2800 
2900 
2700 
2400 
2050 
2200 
2100 
2100 
2000 
1800 
1600 
♦  300 
+500 


(95-145) 
(80-135) 
(900-1800) 
(1300-2300) 
(1650-3300) 
(2000-3700) 
(2100-3900) 
(2500-3300) 
(2300-3100) 
(2000-2800) 
(1650-2450) 
(1500-3000) 
(1200-3000) 
(1700-2500) 
(1600-2400) 
(1400-2200) 
(1200-2000) 


kg  X  C.48 
kg  X  0.44 

5.5 

7.1 
10.1 
11.3 
11.8 
12.2 
11.3 
10.1 

8.6 

9.2 

8  8 

8  8 

8.4 

7.6 

6.7 


■  The  data  in  Ihis  table  have  been  assembled  from  the  observed  median  heights  and  weights  ol  children  loaelher  with  dosirabia 

rte£SL°;HEK?.rdr^r°''*  °' '    •^^  o^?e'.°s5$4%:^;^s^'J^^ed . 

]IIlf«.?'?)L!lljr'- 1°'  men  and  women  doing  light  worV  The  allownnoos  lof  «ie  two  older  ago  groups 
L?H  .  ,!^31\"  *",f<2''^il55?'  spans  allowing  lor  a  2  percent  decrease  in  basal  (resbng)  metabolteVate  per  do<ide 

frf.  f  '^f*  °'  200kcal/day  lor  men  and  women  between  51  and  75  years.  500  kcai  lor  men  over  75  years  and  400 

iS?,^*""*"  over  75  years.  The  customary  range  ol  da.ly  er-.ergy  output  is  shown  in  parentheses  lor  aduhs  and  is  baied  on  a 
JwSr ^  ""^^"'''"8  «"8e  ol  energy  intakes  appropriate  lor  any  group  ol 

Energy  a'lowances  for  c*iildren  Ihrouqh  age  18  are  based  on  median  energy  intakes  ol  children  ol  these  ages  lollowed  in  longitudinal 
growth  studies.  The  va  ues  in  parentheses  are  lOih  a«>d  90th  percenbles  ol  energy  inUke.  to  indicate  the  range  o7ene"gy 
consumption  among  children  ol  these  ages.  "  ""wtar 

SUGGESTED  DESIRABLE  WF.iGHTS  FOR  HEIGHTS  AND  RANGES 
FOR  ADULT  MALES  AND  FEMALES 
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Height^ 


in. 


cm 


56 
60 
62 
64 
66 
68 
70 
72 
74 
76 


147 

152 
158 
163 
168 
173 
178 
183 
188 
193 


Weight^ 


Men 


Women 


lb. 


kg 


lb. 


kg 


123 
130 
136 
145 
154 
162 
171 
181 


(112-141) 
(118-148) 
(124-156) 
(132-166) 
(140-174) 
(148-184) 
(156-194) 
(164-204) 


56 
59 
62 
€6 
70 
74 
78 
82 


(51-64) 
(54-57) 
(56-71) 
(60-75) 
(64-79) 
(67-84) 
(71-88) 
(74-93) 


102 
107 
113 
120 
128 
136 
144 
152 


(92-119) 
(96-125) 
(102-131) 
(108-138) 
(114-146) 
(122-154) 
(130-163) 
(138-173) 


46 
49 
51 
55 
58 
62 
65 
69 


(42 

(44-.  ; 
(46-59) 
(49-63) 
(52-66) 
(55-70) 
(59-74) 
(63-79) 


a  WiihoOt  shoes. 

b  Without  doihes.  Average  weight  ranges  in  parenthesis. 

Reprintf  d  liom  Recommended  Oieury  Allowances  Ninth  Edition.  National  Academy  ol  Scioncos.  Washington.  DC  1980  by 
permission.  ■      •      .  / 
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FOOD  FOR  ALL  AGES 
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Regardless  of  age,  everyone  needs  ihcsanic  nuh  iciiLs  but  oflcMi  in  dilfc  icni 
amoums.  People  doing  hard  physical  labor  ncal  more  energy  than  those  who  ai  c  less 
active.  Women  need  more  iron  than  men. 

The  six-footer  needs  more  food  tiian  a  lilllc  person;  (he  steelwojker  nioie  than 
the  clerk.  When  a  patient  is  on  the  mend  from  an  illness,  he  may  nec-d  moi  e 
nutrients  than  when  he  is  in/^cKnl  hcalih. 

One  thing  is  certain:  nutrition  affects  everyone  fioni  the  day  he  is  boi  n,  acuially 
even  before  he  is  born. 

Nutrients  for  the  unborn  child's  growth  and  deve)opment  come  from  the 
mother,  which  means  that  her  diet  during  pregnancy  is  especially  inijK)nanl . 

Wliile  parents  guide  their  children  to  good  eating  habits  they  might  take  a  ycxjd 
look  at  their  own  food  attitudes.  If  the  food  they  don't  like  is  never  served,  then  the 
family  will  never  get  a  chance  to  eat  it  regardless  of  how  nuti  itious  it  might  l>c. 

Changing  poor  food  habits  is  usually  haidcr  than  starting  out  with  g(K>d  food 
habits,  but  it  can  be  done. 

The  parents' example  will  leach  children  to  cat  foods  that  are  not  their  favorites, 
usually  withou*^  the  children  ever  even  thinking;  alx)ut  it. 

The  mof  oods  people  leain  to  enjoy,  parliculai  ly  among  the  fruits  and 
vegetables,  the  easier  it  will  be  for  them  to  change  their  diets  if  it  becouies  necessary 
because  of  health  problems,  military  service,  foreign  tiavel  or  some  other  reason. 

Of  course,  somewhere  along  the  load  to  a  ijcaliliyold  age,  you  Uiuw  that  you 
must  fit  your  diet  to  the  amount  of  energy  you  use. 

Regular  exercise,  like  proper  food,  is  a  vital  factor  in  continuing  good  health. 

BEFORE  BlRTl  L 

The  woman  who  reaches  child-heaiing  a^ije  well  nourished  and  w!io  maintains  a 
good  diet  during  pregnancy  is  more  likely  to  have  a  healthy  pi  cgnancy  and  a  healthy 
hahy  than  the  woman  whose  diet  is  |x)or 


ERLC 


But  pregnancy  can  be  a  problem,  particularly  when  expectant  mothers  ai  e  still 
teenagers.The  body  must  cope  with  its  own  growth  Jieeds  as  well  as  the  needs  of 
the  baby.  A  young  girl— 17  years  or  younger— who  is  in  less  than  the  best  of  henlth 
when  she  becomes  pregnant,  is  borrowing  trouble  for  herself  and  lending  ii  lo  (he 
child  she  carries. 

And  it  is  not  just  the  poverty-stricken  teenager  who  faces  such  problems. 

Many  a  woman  with  enough  money  for  a  good  diet  copes  with  prc/^nancy  in  a 
state  of  semi-starvation  because  of  the  cult  of  slimness. 

Pregnancy  for  an  older  woman  can  also  be  a  hazard  if  her  body  stores  of 
nutrients  are  already  depleted  by  numerous  pregnancies. 

A  woman  who  has  always  eaten  well  will  not,  ordinarily,  have  to  make  many 
changes  in  her  diet  because  of  pregnancy. 

A  daily  diet  during  pregnancy  should  include  at  least  two  servings  of  lean 
meat,  fish,  [XDuItry  or  eggs;  four  or  more  servings  of  vcgelahlcs  and  fi  uits 
including  some  which  are  gcxxl  sources  of  iion,  vilaniin  A  ant!  viiaininC;  four 
servings  of  enriched  or  whole-grain  breads  or  cereals  and  three  or  more  cups 
of  milk.  Some  of  the  milk  and  other  foods  such  as  margarine  may  he  foi  tified 
with  the  vitamin  D  which  is  needed  dniin.j;  piej»nan(  y. 


I 'iescfoc)ds  provide  iliecx(iapiol(.ios,vitiiiM;...s    ...  •  lincrals  needed  lo 
mamiam  lheex,>ecim.»  mother's  IxKly  n,.J  lor  the  habvS  o.owth 

may  be  hard  to^-et  all  the  iron  and  h\k  aciJ  needed  (hroiii-h  food  alonr 
and  the  doctor  will  often  p.e.scrihe  a  .supplen.ent  to  supply  them.^ 

I-lealthy  women  usually  gain  an  average  of  24  jwunds  during  pregnancy. 

for  ZlTor?,  "  ""/"""^  ;  "^^'^       l'^'  cno.mh 

rl  'l    ?     ,r  "'^'^  1'^'  l««l'y.  sh<' should  om.inne  «,  inc  lu  I  ■ 

foods  wh.ch  will  g.ve  her  n.oieprolein.  vitan.ins,  n.incrals  and  calories 

A  pint  of  milk  and  an  egg  added  to  a  diet  which  was  nutritionally  adequate 

An^^^V^^::i^'°:i''^'  ''"'^  o^^''^  vitamin 

npJS^ r  P  -"I  f       " .^''^  °^      ^  -'•'•''^ contributes  lo  t he  mot hei  s 

need  for  fiuid  when  nursing.  "iuuh.!  s 

Thecontinued  useof  the  green  vegetables  anu  fruiis  recommended  for  prci-nancy 
will  supply  most  of  the  other  niincrcis  and  vitamins  needed  ^  ^  ^ 

THE  INFANT. 

anv  o^Hi^  rte'  """"^  "^7''°^'        '  "''''"y  '''^  ^'"^  ^<^^  y^-'-s  of  life  than  at 

SHdwir  f  nutrition  .s  especially  iin,K)i  tu:)t.  ireeding  does  more  than 

noui  ish  the  infants  tody,  it  also  can  help  a  child  to 
est-blish  warm  human  relationships  with 
parents  and  other  persons. 

Milk  is  the  baby's  first  food-milk  citl-er  fiom 
llie  molli"r.  breast  or  fioin  a  bottle.  Since  milk 
supplies  a  large  proportion  of  the  nutrients  needed 
during  the  first  two  yer.rs  of  life,  the  choice  of  kind 
of  milk  or  formula  must  be  made  with  caie. 

Human  milk  is  custom-made  for  the  baby,  is 
clean  as  it  comes  from  the  breast,  can  save  a  lot  of 
work,  and  can  Le  a  satisfying  experience  for  lx»ih 
mother  and  baby. 

Human  milk  will  ordinarily  supply  adequate 
amouiiLS  of  all  of  the  essential  nutrients  during 
the  first  few  months  of  life  with  the  exception  of 
vitamin  D,  fluoride  and  iron. 

If  a  commercially  prepared  infant  formula,    

evaporated  milk  or  homogenized  whole  milk  is  used,  it  will  usually  have  vitamin  \) 
addeo  to  It.  If  not,  then  the  baby  will  need  to  be  given  a  vitamin  D  supplement 

The  baby  needs  vitamin  C  early  in  life.  I  luman  milk  and  commercially  ni  cpai  cd 
inlant  formulas  usually  provide  adequate  amounts  of  vitamin  C 

Jf;liebabyis')eingfedeva|K)iatedinilkorcowsinilkfoiinula,thenvitainiiiC 
should  be  given  in  the  form  of  drops.  Otherwise  a  fresii,  fioxxn  or  canned  fruit  juice 
that  IS  naturally  rich  in  vitamin  C  or  fortified  with  vitamin  C  can  be  used 

A  source  of  iron  should  also  be  addnd  to  the  inft     -''ictcailyin  infa  y.Unless 
the  baby  is  receiving  iion-fo^lified  formtla,  the  (ioctc  •  may  suggest  u.sing  an  iion- 
.c:tihed  infant  cereal  or  medicinal  iron,  beginning  between  1-2  months  of  aije 

Whether  or  not  a  fluoride  supplement  is  given  to  the  infant  will  depend  uixjn 
how  much  water  the  infant  takes  and  the  amount  of  fluoride  in  the  water  supply  of 
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Solid  foods,  such  as  cereals,  strained  fruits  and  vegetables,  may  be  ad.  '  by  1  to 
3  months  of  age.  Gradually  other  foods  such  as  egg  yolk,  strained  meat  and  fish  are 
added.  Be  careful  in  choosing  commercially  available  strained  foods  ^  baby;  there 
are  wide  v:»  lations  among  them  in  the  amount  of  calories  and  other  essential 
nutrients. 

Uy  tlie  lime  the  l)ahy  is  six  months  old,  he  or  she  will  Ix-  rcrciving  sonu;**l:il)lf 
food!'  When  7-9  monlks  old,  a  l>aby  is  usually  iK,<jdy  for  foods  of  coarser  consistency- 
chopi^ed  or  junior  foods.  By  then  he  or  she  will  likely  be  on  three  meals  a  day  with 
mid-morning  and  mid-afternoon  snacks. 

PRE-SCHOOL. 

During  the  second  and  third  years  of  life,  the  child  grows  much  less  rapidly  than 
during  the  first  year.  Little  children  sliil  need  foods  that  help  them  grow  and  provide 
the  energy  they  need. 

The  diet  started  in  infancy  should  be  continued  with  larger  servings  of  meat, 
fish,  and  eggs,  as  well  as  fruits  and  vegetables,  plenty  of  milk  and  whole  grain  cereals 
and  bread.  Children  in  this  country  often  get  less  vitamin  A  than  they  need. 

Parents  need  to  try  especially  hard  to  include  dark  green  and  yellow  vegetables 
such  as  broccoli,  collarci/,  kale,  carrots,  sweet  potatoes  and  winter  squash  iu  'thildrens 
meals.  Butter  and  fortified  margarine  also  supply  generous  amounts  of  vitamin  A. 

Children  may  be  short  of  vitamin  C,  because  they  do  not  eat  enough  cirrus  fruits 
or  juice,  tomatoes,  raw  cabbage  or  other  foods  which  are  rich  sources  of  that  vitamin. 

Fortified  milk  is  a  good  source  of  vitamin  D.  The  child  who  drinks  less  than 
vone  pint  of  milk  a  day  may  need  a  supplemental  supply. 

Preschool  children  may  need  snacks  to  tide  them  over  to  the  next  meal. 

Some  well  chosen  snacks  are  milk,  small  pieces  of  fruit,  cut-up  raw  vegetables, 
cheese  cubes,  crackers  spread  with  cottage  cheese  or  peanut  butter,  and  cereals. 

Pick  snacks  that  carry  their  weight  in  food  value— don  t  let  -veets  become 
the  rule. 

Children  should  be  served  small-sized  portions  and  come  back  for  "seconds"  if 
necessary.  Some  children  get  fat  because  they  are  taugiit  to  eat  morn  than  they  need, 
even  as  infants.  It  is  possible  that  the  habit  of  overeating  in  infancy  and  early 
childhood  may  continue  to  obesity  in  later  years. 

BETWEEN  TODDLER  AND  TEEN. 

The  elementary  school  child  needs  the  same  kind  of  foods  the  preschooler  does, 
but,  perhaps,  larger  servings. 

Going  to  school,  however,  calls  for  a  routine  and  a  schedule.  The  preschool 
child  can  play  for  a  while  until  he  or  she  feels  like  breakfast.  Not  so  the  school  child; 
there  are  carpools,  buses  and  school  -  Jls  to  be  coped  with. 

Going  to  school  may  be  the  beginning  of  the  childs  independence  in  choosing 
food. The  child  may  need  help  in  learning  how  to  make  wise  choices. 

If  the  elementary  school  child  is  getting  too  plump,  lake  a  good  lcx)k  at  the 
amount  of  exercise  he  is  getting  and  at  what  and  how  much  he  is  eating. 

THE  PERILOUS  TEENS. 

There  are  two  good  reasons  fci  concern  l>  ait  the  food  habits  of  teenagers. 
Teenagers  are  casting  off  the  habits  of  childhood  while  still  trying  to  find  their  own 
ideixCities.  As  a  result,  good  food  hai^ts  may  be  lost  for  a  while. 

One  out  of  every  four  mothers  has  her  first  child  when  she  is  less  than  20  years 
old. The  teenage  appetite  is  often  huge,  but  appetite  alone  is  not  enough  to  insure 
that  the  teenager  will  get  all  of  the  nutrients  he  or  she  needs. 
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During  their  teens,  boys  and  girls  grow  at  a  %ter  rate  than  at  any  other  time 
except  in  infancy.  A  boys  nutritional  requirements  during  the  time  he  is  becoming 
a  man  are  higher  than  at  any  other  time  in  his  life. 

Those  of  a  girl  becoming  a  woman  are  exceeded  only  during  pregnancy  and 
lactation  (the  [Xiriod  following  birth  when  the  mothers  breasts  are  manufacluriiig 
milk).  So,  a  pregnant  teenage  girl  has  even  greater  nutrient  needs. 

A  teenage  boy  may  suddenly  shoot  up  as  much  as  four  inches  in  height  and  gain 
15  pounds  in  weight  in  a  year. 

A  teenage  girls  total  gain  is  not  usually  so  large,  but  it  is  conside  able. 

Growth  involves  more  than  increases  in  height  and  weight  alone.  Body  fat  is 
lost  while  bones  increase  in  density  and  muscles  develop  in  size  and  strength. 

The  endocrine  glands— the  glands  that  manufacture,  or  secrete,  hormones,  the 
chemical  substances  that  control  many  body  processes— are  growing  and  developing. 

The  teen  years  are  also  a  period  of  stress— physical  and  mental. 

Teenage  eating  habits  are  often  bad  and  the  reasons  are  not  hard  lO  find:  school, 
clubs  and  part-time  jobs  keep  teenagers  away  from  home  at  mealtime. 

Their  eating  habits  are  being  influenced  by  friends  more  than  by  parents. 

Some  skip  breakfast  because  they  don't  leave  enough  time  for  it.  Some  choose 
snacks  that  are  too  rich  with  fats  and  sugar. 

Teenage  girls  sometimes  cat  loo  little  because  they  dread  getting  fat,  whether 
they  are  overweight  or  not. 

Diets  have  to  be  planned  carefully  for  boys  as  well  as  girls.  Both  have  such  great 
need  for  protein,  the  B  vitamins  and  vitamin  C— and  in  fact  every  nutrient— that  they 
cannot  afford  to  fill  up  on  foods  that  contribute  empty  calories  alone. 

A  teen  age  boy  usually  winds  up  with  a  better  diet  than  a  teenage  girl  because  his 
need  for  calories  is  so  great  that  if  food  is  available  he  will  eat  it. 

Some  boys,  however,  may  neglect  foods  containing  im[X)rtant  nutrients. 

A  teenage  girls  need  for  calories  is  considei  ably  less.  She  is  more  1  ikely  to  get 
enough  vitamin  G  because  of  her  liking  for  salads  and  fruits,  but  her  protein  and 
iron  intake  may  be  low. 

Both  boys  and  girls  tend  to  noglcct  foods  containing  calcium,  vitamin  A, 
riboflavin,  and  iron.  During  the  growth  spurt,  ample  supplies  of  aP  the  nutrients 
are  needed  fcr  .auscle,  bone  and  blood. 

The  overweight  teenager  may  eat  the  same  kinds  of  foods  as  his  average  friend, 
but  too  much  of  them.  Rich  desserts  and  many  of  the  usual  snack  foods  could  be 
replaced  witn  fresh  fruits  and  vegetables.  Also,  he  may  be  less  active, 

Inst.ead  of  a  crash  diet  to  take  off  pounds  in  a  hurry,  an  overweight  teenager 
should  develop  the  well-balanced  eating  habits  he  needs  for  the  rest  of  his  life. 

The  underweight  adolescent  may  or  may  not  be  satisfied  with  his  state  and  may 
need  help  in  learning  how  to  gain  weight. 

It  should  be  noted  that  anemia  may  occur  in  both  sexes  at  this  age,  although 
the  monthly  blood  loss  from  menstruation  puts  girls  in  the  more  dangerous  ix)sition. 

Acne,  the  other  blight  on  the  teen  years,  is  usually  caused  by  hormone  changes 
and  not  by  diet. 
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LATE  TEENS  AND  EARLY  TWENTIES. 

Growth  ends  somewhere  dicing  tJie  later  teens  and  early  twenties  when  niaturitv 
is  reached  and  the  body's  slowdown  begins.  ' 

Compared  with  their  youth,  men  and  women  need  less  protein  and  calcium— 
about  two  cups  of  milk  a  day  provides  enou^'h  calcium. 

Men  usually  get  enough  iron  without  making  a  special  effort.  Women  must 
be  sure  to  get  extra  supplies  in  their  diets. 

The  amount  of  vitamin  D  adults  get  in  fortified  milk  is  enough. 

Allowances  for  vitamins  A  and  C  are  about  the  same  as  they  were 
in  younger  days.  Adults  can  get  enough  vitamin  A  in  dark  green  kafy 
vegetables  or  deep  yellow  ones  when  eaten  three  times  a  week. 

They  need  to  be  eaten  along  with  the  recommended  daily 
servings  of  such  foods  as  whole  milk,  vitamin  A  fortified  skim  milk, 
cheese  made  from  whole  milk,  and  butter  or  vitamin  A  enriched 
margarine.  One  serving  of  citrus  fruit  or 
juice  along  ^  ith  other  fruits  and 
vegetables  is  an  easy  way  to 
get  enough  vitamin  C. 

Most  adults  use  fewer  calories  than  they  did  in  their  teens  and  weight  control 
may  be  a  problem. 

Gross  overweight  usually  means  meuical  problems,  so,  generally,  an  adult 
sliould  try  to  maintain  for  the  rest  of  his  life  the  weight  considered  normal  for  him  at 
age  25.  This  means  that  the  right  amount  of  food  at  30  may  be  too  much  at  ^lO. 

Calorie  counting  becomes  necessary.  A  mere  20  extra  calories  a  day  could  add 
two  pounds  of  weight  In  a  year. 

Whatj;  two  pounds.^  Its  80  extra  i^ounds  Ix^twccn  the  n^^cs  of  25  ind  65! 

Adults  have  some  choice  about  wl  ch  fcx)ds  to  limit.  Such  foods  as  pastries, 
cakes,  salad  dressings,  gravies  and  nuts,  if  eaten  frequently  may  supply  too  many 
calories  for  many  people. 

Frying  may  add  fat  no  matter  how  well  the  food  is  drained. 

Sugar,  candies,  syrup,  jellies,  soft  drinks  and  alcohol  add  calories  but  few 
nutrients  to  the  diet.  Of  course,  cakes,  dressings,  jams  and  candy  do  make  the  diet 
more  interesting,  but  when  used,  the  ext:a  calories  should  be  compensated  for  by 
reducing  portions  of  food.  Foods  such  as  meats,  milk,  fruits,  vegetables  and  cereals 
or  bread  are  necessary— the  need  for  vitamins,  minerals  and  protein  continues 
even  though  calories  are  being  reduced. 

Be  careful  when  you  are  counting  ca^  rics.  A  diet  that  furnishes  1 ,500  calorics  a 
day  could  bo  lacking  in  some  imix)rtant  nu  nent,  depending  on  the  choices  made. ' 

The  easiest  way  to  bring  the  total  nut  ient  value  of  a  low-calorie  diet  up  to 
Standard  is  to  be  sure  that  each  food  does  double  duty. 

For  a  mid-morning  pickup,  fresh  fruit  or  juice  can  provide  vitamin  C  and  A  with 
relatively  fewer  calories. 

By  the  same  i:oken,  a  plate  of  fresh  fruit,  instead  of  apple  pie  for  dessert,  can 
provide  vitamins  C  and  A  in  addition  to  calories. 
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EATING  IN  LATER  YEARS. 

The  process  of  agin^  begins  the  moment  a  per.^on  is  conceived. 

It  is  hard  to  say  exactly  when  youth  Ix^comcs  middle  age,  or  middle  age  Lccomes 
old  age.  Calendars  tcll  only  part  of  the  story. 

Some  men  and  women  in  their  eighties  are  still  going  strong;  some  are  feeble 
in  their  sixties.  The  cells  of  an  older  persons  Ixxly  undergo  changes  and  some  of  ihc 
cells  are  damaged.  The  bodys  organs  don't  function  as  well. 

Vision  Js  not  as  clear,  hearing  is  not  as  sharp,  and  the  digestive  systems  may  act  up. 

The  older  person^  condition  is  affected  by  all  the  accidents,  infections  and  other 
hazards  of  living  that  he  has  experienced  during  his  lifetime, 

This  is  when  the  results  of  a  poor  diet  through  the  years  can  be  seen. 
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DIET  FOR  ADULTS 


HO  5 


NORMAL  DIETS 


DIET  FOR  ADULTS 


PURPOSE 

To  provide  a  nutrition^ny  adequate  diet  lor  persons  19  to  65  years  ol  age,  ottering  a  variety  of  toods  tor 
persons  who  require  no  dietary  modification. 

NUTRITIONAL  ADEQUACY 

This  diet  meets  the  Recommended  Dietary  Allowances  when  the  types  and  amounts  ot  toods  suggested 
are  included  every  day.  The  recommended  amount  ot  iron  will  not  be  met  for  certain  age  groups  unless 
iron-rich  foods  are  served  frequently.  At  lower  calorie  levels,  the  Recommended  Dietary  Allowances  for 
thiamin  win  not  be  met  for  certain  age  groups. 

DIET  PRINCIPLES 

This  diet  should  include  at  least  the  minimum  number  ot  servings  from  the  basic  food  groups.  Foods  not 
specified,  such  as  those  in  the  ''Other  and  "Miscellaneous**  categories,  may  be  used  in  nfX)deration  to 
satisfy  the  need  lor  additional  calories. 


FOOD  GROUPS  RECOMMENDED  NOT  RECOMMENDED 


Meat  &  Meat  2  or  more  servings.  One  serving  should 

Alternates  be  meat,  fish  or  poultry.  The  other  serving 

may  be  eggs,  cheese,  dried  beans,  dried 
peas,  peanut  butter  or  meat,  fish,  or  poultry. 
Prepared  any  way. 


2  or  more  cups.  May  be  whole,  2%  skim 
or  evaporated  m\\k\  or  buttermilk.  May  be 
used  as  a  beverage  or  in  cooking.  Also 
includes  yogurt,  cheese  and  cheese 
products.  Nonlat  dry  milk  may  be  used  in 
cooking. 


Bread  &  Cereal  4  or  more  servings.  All  kinds.  Whole 

grain  o»  enriched.  Also  includes  macaroni, 
noodles,  spaghetti,  rice. 


Fruits  &  Vegetables  4  or  more  sen/ings  total. 

Vitamin  C  Source  1  sen/ing. 

Dark  Green  or  Orange        1  sending. 

All  Others  2  or  more  servings.  Includes  potatoes 

and  all  other  fruits  and  vegetables. 


Fats  &  Oils  2  or  more  sen^ings.  Ail  kind&. 


Other  Moderate  amounts,  not  to  exceed  caloric 

requirement.  Includes  dessert  Herns  such 
as  cake,  cobbler,  cookies,  gelatin,  pies, 
sherbet  and  snack  items  such  as  potato 
chips. 


Milk  &  Milk 
Products 


FOOD  GROUPS 


RECOMMENDED 


NOT  RECOMMENDED 


Beverages  &  Fluids  As  desired.  Cartx)naicd  beverages. 

coffee,  coffee  substitutes,  decaffeinated 
 codee,  Iruitades,  tea.  broth. 

Miscellaneous  As  desired.  Condiments  (all  kinds), 

catsup,  coconut,  garlic,  mint,  mustard, 
olives,  paisley,  pickles,  sauces  (cream 
sauce,  gravy,  meat  sauces),  spices 

  (all  kinds),  vinegar. 


BREAKFAST 

Citrus  Fruit  or  Juice.  1/2  cup 

Cereal.  3/4  cup 

Toast.  2  slices 

Margarine,  1  tsp. 

Jelly.  1  tbsp. 

Sugar.  1  tsp. 

Jelly.  1  tbsp. 

2%  Milk.  1  cup 

Beverage 


SAMPI  F  MFAI  PI  AIM 

LUNCH  OR  SUPPER 

Soup  or  Juice.  1/2  cup 

Meat  or  Meat  alternate.  2  oz 

Vegetable.  1/2  cup 

Salad,  1/2  cup 

Salad  Dressing.  1  tbsp. 

Bread.  1  slice 

Margarine.  1  tsp 

Fruit  or  Dessert.  1/2  cup 

2%  Milk.  1  cup 


DINNER 

Meat.  Poultry  or  Fish.  3.02 

Potato  or  Substitute.  1/2  cup 

Vegetable.  1/2  cup 

Salad.  1/2  cup 

Salad  Dressing.  1  tbsp. 

Bread.  1  slice 

Margarine.  1  tsp 

Fruit  or  Dessert.  1/2  cup 

Sug?.r.  1  tsp. 

Beverage 


The  diet  as  listed  in  the  Sample  Meal  Plan  contains  approximately: 

Protein  89  grams{20%)  Carbohydrate  230  grams(52%) 

Fat  54  grams(28%)  Calories  1746 

The  plan  can  be  adjusted  to  meet  the  caloric  need  variations  of  the  individual. 

To  provide  a  wore  accurate  determination  of  the  nutritiona!  adequacy,  a  sample  meal  plan  for  each  diet 
except  infants  was  analyzed  by  the  Nulrichat  Computer  program  developed  by  the  University  of  Missouri 
College  o(  Home  Economics. 

The  regular  diet  that  follows  was  the  basis  for  the  nx)dif  led  diets  and  is  presented  along  with  a  portion  of 
the  computer  analysis,  as  an  exarrple  of  how  the  analysis  was  performed. 


BREAKFAST 

Orange  Juice,  1/2  cup 

Oatmeal.  3/4  cup 

Whole  Wheat  Toast.  2  slices 

Margarine.  2  tsp. 

Jelly,  1  tbsp. 

Sugar,  1  tsp. 

2%  Milk,  1  cup 

Coffee,  1  cup 


SAMPLF  RFGULAR  DIET 

LUNCH  OR  SUPPER 

Toma'.o  Soup.  1/2  cup 
Roast  Turkey,  2  oz 
Green  Beans.  1/2  cup 
Lettuce  Salad.  3.5  oz 
French  Dressing.  1  tbsp. 
White  Bread.  1  slice 
Margarine.  1  tsp. 
Fruit  Cocktail.  1/2  euro  7 1 
2%  Milk.  1  cup        ^  ^  < 
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DINNER 

Pot  Roast  of  Beef.  3  oz 
Boiled  Potatoes.  1/2  cup 
Carrots.  1/2  cup 
Coleslaw.  1/2  cup 
Brown  and  Serve  Roll.  1 
Margarine.  1  tsp. 
Angel  Food  Cake.  1  slice 
Sugar.  1  tf^p. 
Coffee.  1  cup 
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NUTRIENT  INTAKE  ANALYSIS  -  BY  MEAL 


Calories 

Protein 

VH.A 

Vit.C 

Calcium 

Iron 

Meal 

(g) 

m 

im 

(mg) 

(mg)- 

Breakfast 

567 

18.4 

1082 

62 

402 

3.1 

Lunch 

559 

33.5 

2728 

35 

421 

5.7 

Dinner 

621 

37.8 

11619 

36 

88 

6.5 

Snacks 

0 

0.0 

0 

0 

0 

0.0 

24  Hour  Total: 

1747 

89.7 

15429 

133 

910 

15.3 

NUTRIENT 

RDA 

TOTAL  CONSUMED 

%  RDA 

(24-Kour) 

Catories 

2700.0 

1746.80 

65% 

Protein,  (g) 

56.0 

89.66 

160% 

Total  Fat.  (g) 

54.46 

Cartx>hydrate.  (g) 

230.28 

Fiber,  (g) 

4.78 

Vitamin  A.  lU 

5000.0 

15428.64 

309% 

Vitamin  C.  (mg) 

6U.0 

^"2.52 

221  % 

Vitamin  0,  (ug) 

5.0 

5.00 

100% 

Thiamin,  (nig) 

1.4 

1.12 

80% 

Niacin,  (mg)  N.E. 

18.0 

25.66 

143% 

Rit}0(lavin,  (mg) 

1.6 

1.63 

102% 

Calcium,  (mg) 

800.0 

910.33 

114% 

Iron,  (mg) 

10.0 

15.29 

153  % 

Magnesium,  (mg) 

350.0 

207.00 

59% 

Phosphorus,  (mg) 

800.0 

1246.38 

156  % 

Potassium,  (mg) 

3256.77 

Sodium,  (mg) 

2651.40 

Caloric  Contribution  From  Suggested  Intake 

Proteins.  Fats  &  Carbohydrates  For  Balanced  Diet 

Proteins  20"/o  10% -15% 

Fats  28%  25%  -  35% 

Carbohydrates  52%  55%  •  60% 


Source:  Missouri  Diet  Manual.  6th  Edition,  Missouri  Department  of  Health  and  Missouri  Department  of  Social  Services  - 
D:"*-»ion  of  Aging 


DIET  FOR  OLDER  ADULTS 
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PURPOSE 

To  provide  a  nulritionally  adequate  diet  offering  a  variety  of  foods  for  persons  65  years  and  older. 
NUTRITIONAL  ADEQUACY 

This  diet  meets  the  Recommended  Dietary  Allowar^ces  when  the  types  and  amounts  o(  foods  suggested 
used  daily. 


are 


DIETARY  PRINCIPLES 

The  single  best  criterion  to  be  used  in  planning  diets  for  the  older  adult  is  attainment  of  nutritional 
lequirements  as  currently  defined  by  the  Food  and  Nutrition  Board  of  the  National  Research  Council.  The  diet 
outlined  for  the  vounger  adult  ,see  •Diet  for  Adults")  servws  as  tl>o  foundation  lor  tlio  diet  after  65  years  of 
age.  The  diet  should  be  planned  to  include  at  least  the  minimum  number  of  servings  from  the  basic  food 
groups. 

Caloric  requtren.9nts  generally  are  lower  for  older  adults.  Once  the  minimum  servings  have  been  chosen, 
additional  foods  must  be  selected  with  care  to  prevent  exceeding  caloric  needs.  Foods  from  the  "other" 
category  anc  extra  servings  of  fats  and  oils  should  be  avoided  if  caloric  needs  have  been  met. 

Vitamin  and  mineral  supplenentation  is  not  needed  as  long  as  the  individual  consumes  the  variety  of  foods 
recommended.  Supplements  may  be  prescribed  by  a  physician  if  medical  examination  reveals  specific 
deficiencies  or  if  a  nutritional  history  reveals  long-term  poor  eating  habits. 


BREAKFAST 

Cirus  Fruit  or  Juice,  1/2  cup 
Cereal,  1/2  cup 

Egg.i 

Toast,  2  slices 
Margarine,  2  tsp. 
Jelly,  1  tbsp. 
Sugar,  1  tsp. 
2%  Milk,  1  cup 
Beverage 


SAf^PLEMEAL  PLAN 
LUNCH  OR  SUPPER 

Soup  or  Juico,  1/2  cup 

Meat  or  Meat  Substitute,  2-3  oz. 

Vegetable,  1/2  cup 

Bread,  2  slices 

Margarine,  1  tsp. 

Fruit.  1/2  cup 

2%  Milk,  1  cup 

Beveraf^e 


BEDTIME 


DINNER 

Meat  or  ivk}at  Substitute,  2-3  oz 
Potato  or  Potato  Substitute, 

1/2  cup 
Vegetable,  1/2  cup 
Salad,  1/2  cup 
Bread.  1  slice 
Margarine,  1  tsp. 
Fruilor  Dessorl.  1/2  cup 
Sugar.  1  tsp. 
Beverage 
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2%  Milk,  1/2  cup  Of  Fresh  Fruit,  1  serving 
and 
sandwich,  1/2 

The  diet  as  listed  in  the  Sample  Meal  Plan  contains  approximately: 
PfO\B\n  93  grams  (19%)  Carbohydrate 

^at  63  grams  (29%)  Calories 

The  plan  can  be  adjusted  to  meet  the  individual's  caloric  needs. 


257  grams  (52%) 
1626 


The  following  suggestions  may  enhance  the  enjoyment  and  intake  of  foot  : 

1«    Nourishing  bed  time  snacks  are  especially  appropriate  if  there  is  a  substantial  time  lapse  between  the 

•vening  mea!  and  bed  time. 
Z    Congregate  meal  setUngs  should  be  encouraged. 

Allow  adequate  time  for  the  resident  to  eat  a  leisurely  meal. 
Small'frequent  meals  or  snacks  may  be  better  tolerated  than  three  heavier  meals. 
Breakfast  is  often  the  best  tolerated  meal  and  the  one  for  which  the  older  adult  has  the  best  appetite 
Excess  fat  may  delay  digestion.  If  discomfort  after  moa!s  occurs,  avoid  or  decrease  use  of  fatly  moats 
and  fish,  fried  foods,  gravies,  sauces,  salad  dressing*     id  rich  desserts 
Many  older  adults  tolerate  a  heavy  meal  better  at  noon  than  in  the  evening 
Avoid  coffee  and  tea  late  in  the  day  if  insomnia  is  a  problem 
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3. 
4. 


6. 


7. 
8. 


Although  Ih©  aging  process  may  modify  nulrieni  noods  and/or  utilization,  chronological  age  is  not  the  only 
determing  factor  in  providing  meals  for  the  older  adult.  The  person  planning  meals  must  consider  the 
individual  and  his/her  specific  needs  for  texture  and  nutrient  modification  to  provide  optimun  nutntion  A 
key  factor,  therefore,  in  planning  meals  for  older  adults  is  a  -ensilive  consideration  of  the  role  of  diet  in  the 
total  health  care  plan. 

Following  are  several  factors  identified  which  may  influence  'ne  individual  older  adult's  abiiiry  to  maintain 
adequate  nutruion.  Not  all  of  thoso  problems  w,ll  occur  fc  ovory  roMdoni  nor  will  thc»y  nccussnrify  porsi<:t 
as  permanent  concerns  once  noted.  Reassessment  of  any  diutary  modilicaiion  should  bo  mode  Irequontly  and 
on  a  scheduled  basis. 

I.  ORAL 

A.  PentitiQn:  Many  older  persons  require  dentures  which  in  some  cases  fit  poorly  or  are  not  worn. 
This  may  Interfere  with  the  mechanics  of  eating,  and  modification  m  the  texture  of  foods  may  be 
necessary.  Tender  or  finely  cut  meat*,  casseroles  and  softer  foods  are  generally  preferred  over 
ground  meats  or  pureed  foods.  Consultation  \v,th  the  patient  to  determine  tho  degree  of  modification 
is  dbsirable. 

B.  Qiher:  Decre«.sed  salivary  secretions  may  lead  to  swallowing  dillicultioG.  In  such  cases,  moist 
foods,  gravies  and  sauces  and  adequate  fluids  should  ease  the  problem    Older  persons  may  also 
experience  a  declining  sense  of  taste  and/or  smell  which  should  be  addressed  if  i»  limits  intake. 

II.  GASTROiMTESTINAL 

^-    If^D^ired dioestion  and  nh^nrptign;  Decreases  in  gastric  secretions  and  secretions  of  certain 

enzymes  may  result  in  decreased  digestion  and  absorotion  of  a  variety  of  nutrients.  Some  nutrients 
of  particular  concern  are  Vitamin  B  12.  calcium  and  dietary  fats.  If  specific  food  intolorancos  are 
noted,  those  foods  should  be  avoided  making  sure  substitutions  are  made  for  the  nutrients  they 
contain. 

^-    P^creasQd  CI  mQimty:  A  decrease  in  the  tonus  of  the  gastrointestinal  muscles  often  occurs  cjue  to 
illness  and/or  drug  usage.  This  may  lead  to  delayed  Gl  transit  time  and  may  cause  abdominal 
distress.  Allow  adequate  time  between  meals  to  relievo  discomfort. 

C.  Cgng//'jPf?f/gn;  Increased  Gl  transit  time  and/or  adequate  intakes  of  fluids  and  fiber  may  load  lo 
constipation.  The  older  adult  may  become  anxious  if  ho/she  does  not  have  a  daily  bowol  movement 
If  concern  0^0^  bowel  movemenis  is  noted,  the  resident  should  be  reassured  about  normal  bowel 
habits.  An  increased  intake  of  fluids  and/or  a  high  fiber  diet  may  relieve  simple  consitpation  Six  to 
eignl  glasses  of  fluid  are  recommended  along  with  maintent-ince  of  adequate  activity  program  (see 
Increased  Fiber  Diet). 

D.  Othfr;  An  excessive  production  of  gas  is  fairly  common  for  many  older  adults  and  may  be  due  tn 
swallowing  air.  Factors  contributing  to  this  problem  include  rapid  eating  or  gulping  of  liquids,  using 
a  Straw,  chewing  gum,  sucking  hard  candies  or  other  activities  which  cause  the  individual  to 
swallow  air.  The  cause  of  the  problem  should  be  identified  and  eliminated. 

III.   PERSONAL  FACTORS 

A.    HandicaPDinq  conditions*  Tho  older  adult  may  have  impairment  of  hand  or  arms  which  may  make 
eating  difficult.  A  stroke  victim  may  have  impaired  function  only  one  side  of  his  body.  Adaptive 
utensils  may  be  needed  and  the  texture  of  food  may  need  to  be  modified  Assistance  with  feeding 
may  be  needed,  but  the  resident  should  be  encouraged  lo  be  as  independom  as  possible.  An 
occupational  therapist  can  be  very  helpful  in  developing  an  appropriate  feeding  plan. 
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B.    Altered  t^motionfil  or  mRnt!\l  stntus  Many  limos  the  elderly  porson  can  become  confused  when  in  the 
hospital  or  nursing  home.  It  is  important  to  help  him  to  understand  the  events  occurring  around  him. 
Let  him  know  when  it  is  mealtime,  what  meal  it  is  and  what  foods  are  being  served.  Depression  is 
another  common  problem  for  the  older  adult.  '  ^sistanco  may  be  needed  with  menu  selection  and  at 
meal  time  to  ensure  that  the  resident  receives  and  eats  foods  chosen 


IV.  WEIGHT  CONTROL 


A.  Underweight:  Loss  of  weight  may  be  due  to  a  number  of  fnclors,  ar>d  some  of  thom  have  already 
been  discussed,  fviedical  problems  and  illness  may  cause  difficulty  with  adequate  intake  The  cause 
of  any  weight  loss  should  be  carefully  identified  and  an  appropriate  care  plan  developed 

B.  Obesi^':  This  is  sometimes  a  problem  for  the  older  adult  if  longstanding  eating  habits  providing 
excess  calories  are  maintained  and  if  activity  levels  are  decreased.  Since  obesity  is  a  risk  factor 
for  development  of  diabetes  and  cardiovascular  disease,  a  care  pian  incluriing  a  weight  control 
program  should  be  developed,  instituted  and  carefully  monitored. 

V.    MEDICAL  PROBLEMS 


A.  Nutrient'DruQ  interactions:  Many  older  adults  take  several  different  types  of  medications  daily 
which  can  affect  their  nutritional  status.  The  medications  that  residents  take  should  bo  reviewed  to 
ascertain  possible  drug*nu1rient  interactions. 

One  common  problem  is  the  use  of  potassium  losing  diuretics.  In  some  cas<^s.  body  potassium  may 
become  depleted  to  the  extent  of  causing  low  serum  potassium  lovol   This  can  load  to  rnuGcIo 
weakness  and  cardiac  arrhythmia.  The  intake  of  potassium  rich  foods  is  recommended  for  persons 
on  «hese  potassium  losing  medications  (see  High  Potassium  Diet).  In  some  cases,  supplemental 
potassium  will  be  prescribed  by  the  physician. 

B.  Decubitus  Ulcers:  Decubitus  ulcers  are  often  seen  in  the  institutionalized  resident.  Poor  nutritional 
status  can  compound  thic  problem.  In  addition  to  good  nursing  care  required  for  treating  this 

^  ^obiem,  it  is  essential  that  the  resident  receive  adequate  nutrients.  An  adequate  intake  of  high 
quality  protein,  based  on  desirable  body  weight,  sufficient  calories  for  maintenance  of  desirable 
body  weight,  and  an  adequate  vitamin  c.  "d  mineral  intake  are  necessary  to  promote  healing  of  the 
decubitus  ulcer. 

C.  Dehydration:  This  condition  may  be  seen  in  Institutionahrod  patients  and  may  be  idontifiod  by  a 
lethargic  or  semi-comatose  condition.  It  is  recommended  that  the  older  adult  drink  six  to  eight  cups 
of  water  or  other  fluids  per  day  to  maintain  adequate  hydration.  Many  older  adults  may  need 
reminders  to  maintain  this  fluid  intake. 

D.  Tube  Feedings:  It  may  be  necessary  to  feed  some  residents  by  tube  to  mointain  an  adoquafe  nutrient 
and  fluid  intake.  Commercial  formulas  are  recommended  (see  Enteral  Alimentation  Section).  Use  of 
blenderized  •house"  diets  is  not  recommended  because  of  problems  with  preparalion,  administration, 
storage  and  sanitation.  Any  opened  formula  should  be  discarded  after  24  hours  due  to  possit  le 
bacterial  contamination.  This  contamination  can  « iad  to  severe  illness  Diarrhea  or  discomlort  may 
occur  if  the  tube  feeding  ioduced  and/or  increased  too  quickly  or  administered  at  an  improper 
temperature  (see  Tube  Feeding  Administration  Protocols  ). 


READINGS: 


1)  Robinson.  C.  Normal  and  Therapeutic  Nutrition.  Macmillan  Co.,  Now  York,  16th  ed,  1982. 

2)  Roe,.O.A..  Therapeutic  Effects  of  Drug  Nutrient  Interaction  in  the  Elderly .  JADA  85  (2):  174-181. 

3)  Schlenker,  E.D..  Nutrition  in  Aging.  C.V.  Mosby  Co.,  St.  Louis,  1984, 

4)  Williams.  S.R.,  Nutrition  and  Diet  Theraov.  Fifth  Edition.  C.V.  Mosby  Co.,  St.  Louis,  1D85. 

5)  Ordy.  J.M.,  Harman.  D..  and  Alfin-Slater,  R.B.,  eds.  Nut!ition  in  Gerontoionv.  Raven  Press,  New  York. 
1984. 

6)  Young.  E.A..  Nutrition.  Aging  and  Health  Alan  R.  Liss,  Inc..  New  York.  1986 


Source:  Missouri  Diet  Manual.  6th  Edition.  ,lissoun  Departmoia  of  Health  and  Mr>soun  Deportment  of  Social  Service! 
Division  of  Aging 
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LESSON  PLAN:  27 

COURSE  TITLE:       NURSF  ASSISTANT   

UNIT      V  FOOD  AND  NUTRITION  

SCOPE  OF  UNIT: 

This  unit  covers  the  basics  of  nutrition  with  background 
information  on  meal  planning.  shopping  for  food.  meal 
preparation  as  well  as  serving,  feeding  and  monitoring  all 
types  of  clients'  intake  of  food  and  fluids.  The  steps  of 
procedure  cover  feeding  the  helpless  client,  feeding  a  client 
using  a  bulb  syringe  or  patient  feeder  and  measuring  and 
recording  of  fluid  intake  and  output. 

INFORMATION  TOPIC:       V-27  OR  DEMONSTRATION: 

MEAL  PLANNING,   RHOPPTNG  FOR  FOOD.  MEAL  PREPARATION 

(Lesson  Title)) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  List  four  food  groups  and  give  examples  of  food  in  each  - 
See  Lesson  26. 

2.  Discuss  the  nutritional  needs  of  each  age  group  -  See 
Lesson  26. 

3.  Plan  a  meal  using  the  dietary  guidelines  established 
using  the  Basic  Four  food  groups.  (See  H.O.  5  -  Lesson 
26) 

4.  Prepare  a  shopping  list  using  a  planned  menu. 

5.  List  four  guidelines  used  when  buying  food. 

6.  Shop  for  groceries  using  the  financial  resources 
available  to  the  client. 

7.  Prepare  a  meal  using  recipes  for  planned  menu. 

8.  Set  table  for  client's  prepared  meal. 


SUPPLf.MENTARY  TEACHING /LEARNING  ITEMS: 

1.  H.O.  1    Food    Excnange    List    -    especially    for  diabetic 

clients 

2.  H.O,  2    We  Want  You  To  Know  About  Labels  On  Foods 

3.  H.O.  3    FDA  Consumer 

4.  H.O.  4    Labeling  tor  Special  Dietary  Use 

5.  H.O.  5    Food  Facts  I 
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D  • 

Tf  n     A     Ttn4t>  Pririno     Coor)  BiiVfi     Storina  Food 

HO     7     nAAf  Ph^rt 

Q 

HO     ft     Ahhr  av4  a  ^  ^  nne     Fou  i  VA  lentifi  EaulDmenti 

Q 

V.  n    Q     iTov  THA;)fi*     PrADAriiio  a  Meal.  Cookina  Mptvhnde 

10. 

H.O.  10  WIC  Program 

11. 

H.O.  11  Substitutions 

12. 

H.O.  12      Table  Setting 

13. 

Computer   Prooram  -   You  Are  What   You   Eat   -   The  Grovina 

Seed  Co. 

14. 

Computer  and  Printer 

15. 

Nutrition  Labeling  Worksheet 
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TEACHER  RESOURCES: 


INTRODUCTION: 

As  a  N.A..  vonr  clients  may  need  you  to  plan  with  them  a  menu 
based  on  established  guidelines  of  the  four  food  groups.  You 
may  have  to  purchase  the  food  within  a  budget  and  prepare  and 
serve  the  food  as  well.  This  lesson  will  prepare  you  to  do 
this.    Hope  you  buy  it! 
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LESSON  PLAN:  27 

COURSE  TITLE:       NURSE  ASSISTANT 

tJt^IT      V         :       FOOD  AND  NUTRITION 


OUTLINES:  (Key  Points) 

I.  The  Four  Food  Groups 

A.    Review  from  Lesson  26 

II.  Dietary  Guidelines  -  See  Lesson  26  -  VI  A 

A.  Infants,  children 

B.  Teenagers 

C.  Adults 

D.  Elderly 

III.  Meal  Planning  and  Shopping  for  Food  (Teach  from  Handouts) 

A.  Determine  menu  -  See  Lesson  26  (CD-I) 

B.  Prepare    shopping    list    from    menu,     client's  needs, 
likes  and  dislikes,  check  staples  (H.O.  1) 

1.  Brands  preferred 

2.  Work  within  the  client's  food  budget  (CD-2) 

a.  Use  manufacturer's  coupons 

b.  Use  Food  Stamps  (CD-7) 

c.  Use  W.I.C.   (Women.  Infant.  Children) 
vouchers  (H.O.  10) 

d.  Client's  money 

e.  Other 

C.  The  Grocery  Store  -  Guidelines 

1.  Use  prepared  list 

2.  Unit  pricing     (H.O.  5  &  6)  (CD-4) 
3*     Open  date  coding    (H.O.  3)  (CD--5) 

4.  Read   labels  to  choose  the  best  product  (CD-3) 
for  client  ("-0-  2.  4.  5) 

a.  Food  (ie:     special  diet  -  sodium  restricted) 

b.  Non-food  items 

5.  Compare  prices  and  brands  (H.O.  5  &  6) 

6.  Choose  produce,  dairy,  meat  products      (CD-6)  & 

(H.O.  6  &  7) 

7.  Store  food  at  home  (H.O.  6) 

a.  Perishable 

b.  Non-perishable 

8.  Save  receipts  (CD-a) 
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III.    Meal  Preparation 


A. 

Select  recipes  that  are  simple  and 

easily  prepared 

Basic  food  preparation  equipment 

(H.O.  8^  (CD-9) 

C. 

Basic  measuring 

(H.O.  8) 

D. 

Common  recipe  abbreviations 

(H.O.  8) 

E. 

common  cooking  terms 

(H.O.  9) 

F. 

Some  substitutions 

(H.O.  11) 

IV.  Meal  Service 

A.  Prepare  client  for  meal  at  table 

B.  Set  table  for  easy  and  comfortable  use  by  client 

(H.O.  12) 

V.  Summary  and  Conclusion 


A. 

Review  Four  Food  Groups 

B. 

Dietary  Guidelines 

C. 

Shopping 

D. 

Meal  Preparation 

E. 

Meal  Service 

After  reviewing  food  groups,  nutritional  needs  of  all 
ages  and  dietary  guidelines,  you  have  learned  how  to  shop 
for  food  after  planning  a  menu  for  your  client.  The 
H.H.C.A.  nurse  assistant  will  do  this.  Preparing  the 
meal  has  be^n  discussbd  and  you  have  learned  much  about 
items  in  the  kitchen.  Always  ask  questions  of  your 
supervisor  if  in  doubt  about  anything  involving  food  for 
your  client.  Remember,  meal  time  is  the  most  important 
time  of  the  day  for  each  client. 
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LESSON  PLAN:  27 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  V.  :       FOOD  AND  NUTRITION  

CLASSROOM  DISCUSSION: 

1.  How  do  you  pl';n  a  menu? 

2.  What  are  some  financial  resources  that  may  be  available  to 
a  client? 

3.  Name  information  that  may  appear  on  a  food  label. 

4.  How  would  you  use  unit  pricing  when  buying  ground  beef? 

5.  Why  is  open  dating  used  on  dairy  products? 

6.  What  features  would  you  look  for  when  choosing  produce  for 
a  client? 

7.  Name  several  items  not  allowed  for  purchase  when  using  Food 
Stamps. 

8.  Why  is  it  important  to  save  all  shopping  receipts? 

9.  Why  is  it  important  to  read  and  follow  recipes? 
CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITY: 

1.  Show  films. 

2.  Interview  class  members  for  their  food  preferences. 

3.  Shop  for  selected  food  items  from  prepared  menus. 

4.  Develop  sample  menus  for  a  client. 

5.  Prepare  selected  foods  from  a  menu. 

6.  Using    empty   food    packages,    compare    various    brands    of  a 
generic  product. 

7.  Practice  putting  groceries  away. 

8.  Practice  setting  table  and  set  client  up  for  meal  service. 

9.  Using  income  guides: 

1.  Plan    a    week's    meals    based    on    Basic    4    and  good 
nutrition 

2.  Plan  shopping  list 

3.  Visit  grocery  store  to  price  check  all  items 
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LESSON  PLAN:  „2.7  

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT  3L  •       FOOD  AND  NUTRITION  

EVALUATION  ITEMS: 

Match  each  term  to  the  correct  definition. 

1.  bake  a*    An  important  guideline  to 

use  when  purchasing  food 
and  non-food  items. 

2.  boil  b.    Vitamins*  minerals, 

calories,  etc.  are  some 
items  this  label  portion 
will  give  to  you. 

3.  Food  Stamps  c.    Tells  the  customer  what 

the  cost  is  by  a  par- 
ticular quantity. 

  4.    nutrition  information       d.    To  allow  water  to  reach 

a  temperature  of  2l2o  F. 

  5.    open  date  coding  e.    Tells  the  customer  how 

long  an  item  will  remain 
fresh. 

6.     quality  f.    A  federal  program  allow- 

ing low-income  people  to 
further  stretch  their 
fo^d  dollar. 

  7.    unit  pricing  g.    To  cook  food  in  an  oven. 

B.    w.I.C.  h.    This  program  allows  the 

*  choice  of  healthier  foods 

to  pregnant/nursing 
mothers,  their  infants 
and  children. 
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COURSE  TITLE:       NURSE  ASSISTANT 

UNIT      V     _:       FOOD  AND  NUTRITION 


ANSWERS  TO  EVALUATION  ITEMS: 

1.  g 

2.  d 

3.  f 

4.  b 

5.  e 

6.  a 

7.  c 

8.  h 
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IMPORTANT  1    1  gram  of  PROTEIN     4  CALORIES;  .1  gram  of  CARBOHYDRATE  =  4  CALORIES:  1  gram  of  FAT=  9  CALORIES 
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fo,  is  t/wi  /Ve«tf  Not  bt  Mtssufed 

(insignil'cant  carbohyaratt  or  calories) 

Coffee 

Tea 

Clear  broth 
Bouillon  (lat  free) 
Lc.i>on 

Gelatin  (unsweetened) 
Rennet  tablets 
Danbtrnes  (unsweetened) 
Mustard  (dry) 
Pickle  (unsweetened) 

Saccharin  and  other  noncaioric  sweeteners 

Pepper  and  other  spiC«s 

Vine9ar 

Seasonings 


The  following  may  be  used  to  season  food 
c.ioppeo  Parsiey.  mint.  gitUc,  c^.ion.  celery  salt, 
nutmeg,  mustard,  cinnamon  pepper  irnj  other 
sOiccs  lemon,  saccharin,  and  vinegar  These  may 
be  used  freely. 


One  excnange  of  milk  contains  8  gm  of  protein 
10  grn    of  fat.    \7  gm    of  caroonyorate.  arKl 
170  caiones 

This  list  ;iows  the  different  types  of  miik  to  use 
lor  one  exchange 

Type  of  MiIk 


VVhoie  miiK  (plain  or  nomogenized) 
*Skim  rriik . 

Evaporated  milk 

Powoerea  whole  milk 
*?owaereQ  skim  mnk  (nonfat  dr.  ' 
milk)  .  . 

Buttermilk  (maoe  Irom  wnole  milk) 
*3ut:ermnk  (made  from  SAim  mtik) 


Amoun; 

1  c 

I  c 
1/2  c. 
1/4  c 

1/4  c 
1  c 
1  c. 


One  tyce  of  milk  may  oe  used  tnsteao  of  anotner 
For  example.  1/2  cup  of  evaooraleo  mnk  can  be 
suos'.ituiso  (or  1  CUP  Of  wnole  milk 

*Skim  milk  and  butte  mk  have  the  same  food 
values  as  whoie  milk,  except  that  ;hev  contain 
lets  fat  Add  2  fat  excnanaes  to  ihe  meal  when 
1  cup  of  $K<m  milk  or  bultermnk  maoe  from 
skim  mttk  is  used 


LiSX  2     VegtiMbit  Excftsngn,  CrOuP  A 

Group  A  conta/ns  lutle  protein,  carbohydrrip.  or 

calories    As  much 

as  1  cuP  at  a  tir 

ne  may  be  used 

without  counting  it 

Asparo»;v«  *Grccns 

Muihroomi 

'Broccoli 

Beet  greens 

Ok. -a 

Brussels  sprouts 

Charo 

'Pepper 

Cabbage 

Collaros 

Radiihes 

Cauliflower 

Oandetion 

Sauerkraut 

Celery 

Kate 

String  beans. 

'Chicory 

Mustard 

young 

Cucumbers 

Spinach 

Summer  iquaih 

'Escarole 

Turnip  greens 

'Tomatoes 

Eggplant  Lettuce 

'Watercrcsi 

*Thr*  vegetables  contain  a  lot  of  vitamm  A 


Lft(  2     Vegtxsote  Exch^ngts   CfOup  B 

Each  ejichange  contains  2  gm  of  protem  7  gm  ol 

carbohydrate  and  35  caiones 

1/2  c  of  vegetable  eauaJi  \  excnange 

Beets  Pumcmn 

'Carrots  Hutacaoas 

OniOns  'Squain  winter 

Peas  green  Turmo 


'These  vegeiaoies  contain  a  'Ot  or  vitamin  A 


List  3    fron  £jchjnges 

One  excnanoe  Of  Iruit  coniairs  10  am  of  camonv 
orate  and  40  caionei  Thu  ..s.  ^nows  the  different 
amounts  oi  (ruits  to  use  (or  cn?  truil  excnanoe 


ApDic  (2"  aiam  ) 
Applesauce 
Apricots  (re^n 
Apricots  Ofica 
Banana 
BlJcicberries 
Raspocrnes 
'Suawoernes 
Slueoernes 

'Cantaiouoe  »6  *  diam  ) 
Cherries 
Dates 
Pigs,  fresh 
Figj  driefl 


Amount 

1  imall 
1/2  c 

2  mcO'ufn 
u  halves 

:/2  small 
1  c 

1  c 
1c 

2/3  c 
'/4 

10  lorqt 

2 

2  laroe 

1  jmail 


Lfst  3  (cOfiti/Jutd) 

Amount 

'Grapefruit  

1/2  small 

'Grapefruit  |uice  

1/2  c. 

Grapes   

12 

Grape  |uice          .  . 

1/4  c. 

Honeydew  melon   ,  . 

1/8  medium 

Mango  

1/2  small 

'Orange ...       .  . 

1  small 

*Orangb  |uice          .    .  . 

1/2  c 

Papaya   

1/3  medium 

Peach   

1  medium 

Pear  

1  Small 

Pineapple                .'  . 

t/2c. 

Pineapple  }uice 

1/3  c. 

Plums 

2  medium 

Prunes,  dried         .  . 

2  medium 

Raivtns     .  . 

2  tbsp 

'Tangerine 

1  large 

Watermelon 

1  c 

'These  fruits  are  rich  sources  of 

vitamin  C.  One 

of  them  should  be  included  eacn  day 

List  4    6rt*d  Exctunges 

One  exchange  contains  2  gm  of  protein  I5gm  of 

carbohydrate  and  70  calories. 

This  list  ihows  the  different  amounts  of  foods 

10  use  (or  one  bread  exchange 

Amount 

Bread 

1  slice 

Biscuit,  roil  (2"  diam  ) 

1 

Muffin  (2"  d.am  ) 

1 

CornOreao  (1  1/2"  cube) 

1 

Cereals,  cooked 

1/2  c 

Dry,  fUxe  ano  puff  types 

3/4  c 

Rice,  grits,  coo^eo 

t/2  c. 

Spagneni.  noooies  cookec 

1/2  c 

Macaroni,  etc  .  coOked 

1/2  c 

Crackers  gnnam  i2  1/2"  iquarei 

2 

Oyster  (1/2  c  } 

20 

Sallmes  (2"  square) 

5 

Soda  (2  1/2"  louare) 

3 

Round,  ihin  |1  1/2") 

6 

Flour     .  . 

2  1/2  tbsp 

Vegetaoles 

Beans  ana  ceas  dried,  cooKeo 

1/2  c. 

(hma.  naw  soiit  pea  cowueii 

etc  ) 

Baked  beans  no  pork 

1/4  c 

Corn 

)/3c 

Popcorn 

1  c 

Parsnips 

2/3  c 

List  4  (coniinued) 

Potatoes,  white  ..... 
Potatoes,  white,  mashed    .  . 
Potatoes,  sweet,  or «  ams  . 
Sponge  cake,  plain  (1  1/7"  cube) 
Ice  cream  (omit  2  fat  exchar^ges) 


Arnount 

1  small 
1/2  c. 
1/4  c 

1 

1/2  c 


Use  these  ^oods  carefully  because  they  have  a  lot 
V. '  sugar. 


Lisx  5    Mest  Exchanges 

One  meat  exchange  contains  7  gm  of  protein.  5  gm 
of  fat  and  75  calories  Tr.is  list  shows  the  dillerent 
amounts  of  foods  to  use  for  one  meat  exchange 

Amount 

1  02 


Meat  and  poultry  (meoium  fat) 

beef,  lamb.  pork.  Irver.  cnicken.  etc, 

Cold  cut.  (4  1/2"  X  1/8") 

salami,  minced  ham  boiogna. 
Iiverwursi.  lurKheon  loai 

Frankfurter  (B  9  per  lb  ) 

Egg  . 

TiSh   haddock,  etc. 

Salmon,  tuna,  crao  iooi;er 
Shrimp,  clams,  oysters,  stc 
Sardines 

C.ieese  Cheddar  type 

Cottage 
'Peanut  outter 


1  slice 


\ 
1 

1  01 
1/4  c. 
5  small 
3  meOtum 

1  02 
1/4  c 

2  tbsp 


'Ltmit  pcanc;  butter  .0  i  •^cnange  a  day  unless 
t^t  caroonydrate  in  it  s  c  .owed  tn  the  patient  s 
ip*ai  plan 


List  6   fit  Exchanges 

One  fat  exchange  cz'ti  n  5  qm  of  fat  and 
45  calories 

This  list  shows  the  aii't'su  foods  to  use  for  one 
fat  excnange 


Butter  or  margarine 

Bacon  criip 

Cream  light 

Cream  heavy 

Cream  cheese 

Avocaoo  (4"  diam  ) 

Frencn  dressing 

Mayonnaise 

Oil  or  cooxing  fat 

Nuts 

Olives 


Amount 

1  Tsp. 

1  slice 

2  ibip 
1  tbsp 

.  1  tbsp 

1/8 
1  tosp 
1  tsp 
t  tsp 
6  small 
5  small 


Fig  r3  5  Meal  planning  with  exchange  lists  for  tr>e  oiaoetic  pat.sn; 
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From  GERIATRICS,  A  Study  of  Maturity,  by  Caldwell  and  Hegner 
Delmar  Publishers,  1975 
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HOW  TO  READ  NUTRITION  UBELS 

Nutrition  information  is  per  serving. 
The  label  gives  the  size  of  a  serving  (for 
example,  one  cup,  two  ounces,  1  table* 
spoon),  how  many  servings  are  in  the 
container;  how  many  calories  per  serving; 
and  the  amounts  in  grams  of  orotein, 
carbohydrate,  and  fat  per  servin;\ 

Protein  is  listed  twice,  in  grams  and  as 
a  percentage  of  the  U.S.  Recommended 
Oiiily  Allowance. 

Seven  vitamins  and  minerals  must  be 
shown,  in  a  specific  order.  Listing  of  other 
vitamins,  and  of  cholesterol,  fatty  acid, 
and  sodium  content  is  optional. 

A  KEY  TO  METRIC  UNITS 

Nutrition  labels  show  amounts  in  grams 
rrther  than  ounces,  because  grams  are  a 
smaller  unit  of  measurement,  and  many 
food  components  are  present  in  e-mail 
amounts.  Here  is  a  guide  to  help  yoL*  read 
milrition  labels: 
\  pound     =  454  grams  (g) 
i  ounce     =  28  grams  (g) 
1  gram       =  1.000  mil!  grams  (mg) 
1  milligram  =  1.000  micrograms  (meg) 

WHAT  U.S.  RDA  MEANS 

U.S.  Recommended  Daily  Allowances 
(U.S.  ROA's)  are  the  amounts  of  protein, 
vi!amins,  and  minerals  that  an  adult  should 
eat  every  day  to  keep  healthy.  Nutrition 
labels  list  the  U.S.  RDA  by  percentage. 
For  example,  the  label  may  show  that  one 
swing  of  the  food  contains  35  percent  of 
the  Recommended  Daily  Allowance  of 
vitamin  A  and  25  percent  of  the  Recom- 
mended Daily  Allowance  of  iron.  The  total 
amount  of  food  an  individual  eats  in  a  day 
should  supr)ly  about  100  percent  of  the 
Recommended  Daily  Allowance  of  all  es- 
sential nutrients. 

NUTRITIONAL  QUALITY 

foods  are  frozen  and  packaged 


Into  "froien  dinners,'*  do  they  give  you  the 
same  protein,  vitamins,  minerals,  and 
other  nutrients  you  would  find  in  these 
same  foods  when  they  are  fresh?  Labels 
can  help  you  determine  whether  you  really 
are  gettmg  the  nutrient  value  you  should. 
FDA  is  setting  nutritional  quality  guide^ 
lines  for  certain  classes  of  foods.  A  product 
that  complies  with  the  guidelines  may 
include  on  the  label  the  statement  that  it 
"provides  nutrients  in  amounts  appropriate 
for  this  class  of  food  as  determined  by 
the  U.S.  Government." 

GETTING  MORE  FOR  YOUR  MONEY 

There  may  be  a  difference  in  quality 
among  diffe/ent  brands  of  the  same  food, 
but  often  price  is  the  main  difference. 
When  you're  shopping,  compare  "net  con* 
tents"  and  "price"  on  products,  and  see 
which  product  or  size  offers  you  the  best 
value. 

Some  stores  have  unit  pricing.  This  means 
the  store  tells  you,  on  cards  placed  near 
the  food,  how  much  the  product  costs  per 
ounce  or  pound  or  other  unit  of  measure- 
ment.  This  give  you  a  way  to  compare 
brands  and  costs. 

FOOD  UBELS  AND  YOU 

Food  labels  provide  you  with  information 
you  need  ^o  be  an  alert  consumer.  Labels 
can  help  you  understand  what  you  are 
buying  and  how  to  use  it.  They  can  help 
you  protect  your  money  and  vour  health. 
Make  it  a  habit  to  read  all  labels  carefully. 


U.S.  DEPARTMcNT  OF  HEALTH. 

EDUCATION.  AND  WELFARE 

Public  Htilth  Service 

Food  and  Drug  Admintttration 

Office  of  Public  Affairs 

Rockville.  Maryland  20857 

HEW  Publidtion  No.  IFDAl  77  2076 
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How  closely  do  you  read  the  labels  on 
the  foods  you  buy?  What  do  you  look  for: 
brand,  price?  Many  people  stop  there, 
or  even  sooner.  But  the  Food  and  Drug 
Administration  thinks  you  should  read  a 
great  deal  more.  * 

Labels  help  you  get  what  youVe  shopping 
for,  tell  you  how  to  use  it,  and  in  some 
cases  can  save  you  money. 

BASIC  INFORMATION 

Not  all  food  labels  are  alike.  But  certain 
information  must  be  on  all  food  labels: 

•  Name  of  product. 

»   Net  contents  or  net  weight.  The  net 
weight  on  canned  food  ii  eludes  the  liquid 
in  which  the  product  is  lacked,  such  as 
water  in  canned  vegetable^  and  syrup  in 
canned  fruit. 

•  Name  and  place  of  business  of  the 
manufacturer,  packer,  or  distributor. 

LIST  OF  INGREDIENTS 

On  mcst  foods,  the  ingredients  must  be 
listed  oi:  the  label.  The  major  ingredient, 
by  weight,  must  be  listed  first,  followed  in 
descending  order  by  the  other  ingredients. 
Any  additives  used  in  the  product  must 
be  listed,  but  colors  and  flavors  do  not 
have  to  be  listed  by  name.  The  list  of  in- 
gredients may  simply  say  "artificial  color" 
or  "flavor."  If  the  flavors  are  artificial, 
this  must  be  stated.  Butter,  cheese,  and 
ice  cream,  however,  are  not  required  to 
state  the  presence  of  artificial  color. 

FOA  has  set  "standards  of  identity"  for 
some  foods.  These  standards  require  that 
all  foods  called  by  that  name  (such  as 
catsup  or  mayonnaise)  contain  certain 
mandatory  ingredients.  Under  the  lav^  the 
mandatory  ingredients  in  standardized  foods 
need  not  be  listed  on  the  label.  Manu- 
facturers of  standardized  foods  may  add 
optional  ingredients,  however,  and  FDA  is 
Hmioioping  regulations  requiring  that 
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optional  ingredients  in  standardized  foods 
be  listed  on  the  label. 

ViHlH  YOU  SEE  "IMITATION** 

Some  foods  are  labeled  as  "imftatiuns" 
of  other  foods.  Under  an  FDA  regulation, 
the  word  "imitation"  is  to  be  used  on  the 
(he  label  wnen  the  product  is  not  as  nu- 
tritious as  the  product  which  it  resembles 
and  for  which  it  is  a  substitute.  If  a  product 
is  similar  to  an  existing  one,  and  is  as 
nutritious,  then  a  new  name  will  be  made 
up  for  it.  For  example,  when  a  product 
similar  to  cream  was  marketed  years  ago. 
it  was  not  caPed  "imitation  cream."  In- 
stead, several  new  names  were  used, 
among  them  "coffee  lightener." 

GRADE 

Some  food  products  carry  a  grade  on  the 
label,  such  as  "U  S  Grade  A."  Grades  are 
set  by  the  U  S.  Department  Oi  Agriculture, 
based  on  the  quality  levels  inherent  in  a 
product-its  taste,  texture,  and  appearance. 

Milk  ard  milk  products  in  most  States 
carry  a  "Grade  A"  label.  This  grade  is  based 
on  FDA  recommended  sanit-^ry  standards 
for  the  production  and  prou^^ssing  of  milk 
and  milk  products,  which  are  regulated 
by  the  States.  The  grade  is  not  based  on 
nutritional  value. 

NUTRITION  INFORMATION 

Nutrition  information  is  carried  on  the 
labels  of  many  foods.  Nutrition  labels  tell 
you  how  many  calories  are  in  a  serving 
and  also  how  much  protein,  fat,  carbo- 
hydrate, and  the  percentage  of  U  S.  Recom- 
mended Daily  Allowances  (U.S.  PDA's)  of 
protein  and  seven  important  vitamins  and 
minerals.  Nutrition  information  can  help 
you  plan  better  meals  for  you  and  your 
family,  and  also  help  you  get  better  value 
for  your  money. 

The  labels  at  the  right  are  examples  of 
nutritior^  labels. 


NUIRITION  INIORMATION 
(PKR  SERVING) 
SERVING  Sl/.n      I  02. 
SFRVINGS  FtR  CONTAINER  =  12 
CALORIES  110 
PROTEIN  ^  GRAMS 

C\RUOIiYDRATE  M  CiRAMS 

F/  T  0  GRAM 

PERCENTAGE  OF  U  S  RECOMMENDED  DAILY 

.  AUOWANCE.S  (U.S.  RDA*)* 
PROTEIN  2 
THIAMINE  H 
NIACIN  •  2 

'Cimuin^  liv»  thsn  2  pi-nvnt  iif  U.S  RDA  Kir  viii- 
mm  A.  viur<.^  C!.  Ribolbvin.  Qlcium.  ami  Iron. 


This  is  the  minimum  information  that  must 
appear  on  a  nutrition  label. 


NUTRITION  INFORMATION 

IMR  SiRVlNGi 
SiRViNG  SiZi  =:  1  C\}9 
SiRVlNGS  flR  CONTJ^lNiR  =  1 

CAIORICS  560  fAl  (MRCCNTOF 

MOTIIN    23  0        CAIORICS  53;;U  330 

CaRHOIIYORATC         43  0  rOlYUNSAT. 

URATCO   2  C 

SATURATCO   tC 

CHOICSTCROL  * 
(20MC/I00G)     40  MC 
SODIUM  (365  MC/ 
100  C)  1130  MC 

MRCC^'TACC  OF  U.S.  RCCOMMCNOCO  OAHY 

AUCWANCCS  (U.S.  ROA's) 

fROTClN   35  RIBOriAVIN  15 

VITAMIN  A  35  NIACIN  25 

VITAMIN  C  CAiaUM  2 

(ASCOR8IC  aCIOI   10  IRON   25 

thiamin!  (VITAMIN 
».|   15 

*liiforir.:ioii  9n  lot  and  fhol»l*rol  canltnl  it  pfOvi4«4 
for  in^iiridvoU  who.  on  lh«  odvic*  ol  o  ^hvtkioiii  mf 
modifyinf  llicir  lolol  dicloty  intolt*  ol  lot  And  choltfl* 


A  label  may  include  optional  listings  for 
cholesterol,  fatty  acids,  and  sodium. 
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GRADES 

Some  food  products  carry  a  sraOe  on  the  label,  such  as 
''U.S.  Grade  A/*  Grades  are  set  by  die  U.S.  Department  of 
Agriculture,  based  on  the  quality  levels  inherent  in  a 
prodM'^V-its  taste,  texture,  and  appearanc<i.  U.S.  Depart- 
ment c.  Agriculture  grades  are  not  based  on  nutritional 
content. 

Milk  and  milk  products  in  most  States  carry  a  '*Grade  A  ' 
label.  This  grade  is  based  on  FDA  recommended  sanitary 
standards  Tor  the  production  and  processing  or  milk  and  . 
milk  products,  which  are  regulated  by  the  States.  The  grade 
IS  not  based  on  nutritional  values.  However,  FDA  has 
established  standards  Tor  milk  wni  :h  require  certain  levels  of 
vitamins  A  and  D  when  these  vitamins  are  added  to  milk. 
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PEN  DATING 


To  help  consumers  obtain  Tood  that  is  Tresh  and  whole- 
some, many  manuracturers  date  their  product.  Open  dating, 
as  this  practice  often  is  called,  is  not  regulated  by  FDA,  but 
the  following  information  may  be  helpiiil  to  you. 

Four  kinds  of  open  dating  are  commonly  used.  To  benefit 
from  open  dating,  the  consumer  needs  to  know  what  kind  of 
datirig  is  used  on  the  individual  product  and  what  it  means. 

Pack  Dare— This  is  the  day  the  food  was  manufactured  or 
processed  or  packaged.  In  other  words,  it  tells  how  old  the 
food  is  when  you  buy  it.  The  importance  of  this  information 
to  consumers  depends  on  how  quickly  the  particular  food 
normally  spoils.  Most  canned  and  packaged  foods  have  a 
long  shelf  life  when  stored  under  dry,  cool  conditions. 

Putt  or  Sett  Da/r~This  is  the  last  date  the  product  should 
be  sold,  assuming  it  has  been  stored  and  handled  property. 
The  pull  date  allows  for  some  storage  time  in  the  home 
refrigerator.  Cold  cuts,  ice  cream,  milk,  and  refrigerated 
fresh  dough  products  are  examples  of  foods  with  pull  dates. 

Expiration  Da/f — This  is  the  last  date  the  food  should  be 
eaten  or  used.  Baby  formula  and  yeast  are  examples  of 
products  that  may  carry  expirauon  dates. 

Freshness  Oa/r^This  is  similar  to  the  expiration  date  but 
may  allow  for  normal  home  storage.  Some  bakery  products 
that  have  a  freshness  date  are  sold  at  a  reduced  price  for  a 
short  t  jme  after  the  expiration  date. 
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ODE  DATING 


Many  companies  use  code  dating  on  products  that  have  a 
long  '*shelf  life**.  This  is  usually  for  the  company *s  informa- 


tion, rather  than  for  the  consumers  benefit.  The  code  gives 
the  manufacturer  and  the  store  precise  information  about 
where  and  when  the  product  was  packagc<l.  so  if  a  recall 
should  be  required  for  any  reason  the  product  can  be 
identified  quickly  and  withdrawn  frcm  the  market. 

UNIVERSAL  PRODUCT  CODE 

Many  fajd  labels  now  include  a  small  block  of  parallel 
lines  of  various  widths,  with  accompanying  numbt^rs.  This  is 
the  Universal  Product  Code  (UPQ.  The  code  on  a  label  is 
unique  to  that  product.  Some  stores  are  equipped  \vith 
computerized  checkout  equipment  that  can  read  the  code 
and  auiomatically  ring  up  the  sale.  In  addition  to  making  it 
possible  for  stores  to  automate  part  of  their  checkout  work, 
the  UFC.  when  used  in  conjunction  with  a  computer,  also 
can  function  as  an  automated  inventory  system.  The  com- 
puter can  tell  management  how  much  of  a  specific  item  is  on 
hand,  how  fast  it  is  being  sold,  and  when  and  how  much  to 
order. 

SYMBOLS  ON  FOOD  LABELS 

The  symbol  **R"  on  a  label  signifies  that  the  trademark 
used  on  the  label  is  registered  with  the  U.S.  Patent  OfTice. 

The  symbol  **C**  indicates  that  the  literary  and  artistic 
content  of  the  label  is  protected  against  infringement  under 
the  copyright  laws  of  the  United  States.  Copies  of  such 
labels  have  been  Gled  with  the  Copyright  Office  of  the 
Library  of  Cor^ress. 

The  symbol  which  consists  of  tht  letter  **U**  inside  the 
letter  '*0**  is  one  whose  use  is  authorized  by  the  Union  of 
Orthodox  Jewish  Congregations  of  America,  more  familiarly 
known  as  the  Orthodox  Union,  for  use  of  foods  which 
comply  with  Jewish  dietary  laws.  Detailed  information 
regarding  the  significance  and  use  of  this  symbol  may  be 
obtained  from  the  headquarters  of  that  organization  at  1 16 
E.  27th  St.,  New  York,  New  York  100!6. 

The  symbol  which  consists  of  the  lener  "K**  inside  the 
letter  '*0**  is  used  to  indicate  that  the  food  is  Kosher,** 
that  is,  it  complies  with  the  Jewish  dietary  laws,  and  its 
processing  has  been  under  the  direction  of  a  rabbi. 

None  of  the  symbols  refen^ed  to  above  are  required  by,  or 
are  under  the  authority  of,  any  of  the  Acts  enforced  by  the 
Food  and  Drug  Administration. 

Margaret  Morrison  is  a  staff  writer  with  FDA 's  Office  of 
Public  Affairs, 
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LABELING  FOR  SPECIAL  DIETARY  USE 


HO  4 


••SPECIAL  UlfiTARY  USE  ^ 
LAUEL  STAmMliNTS 

Thte  reguhilioii  Uelines  ihe  term  •^special  diclurv  use' 
thus  empli»!ti/.iii|{  iliai  onlinary  luoUx.  even  ih.,sr  cnii 
J- •  'III?  nUde*'  v^*ikiiiiiis  and  inineials.  will  be  labeled  iiiulci 

allluii  Labeling.  It  eMablishes  Hie  U.S.  Reco  uMciidid 
Dally  Allowance*  lU-S.  RIM;  as  the  olliclul  standard  loi 
miliiliim  lahelini*.  nnd  iurciHei  :he  U.S.  RIM  lor  v:iri<iiiK 
vii:iniinsaml  Hiinc^ols. 

I  lie  leisiihiioii  claiilics  the  status  ii|  vitamin  K.  ihulnii 
IHitasNlum.  SiHliiini.  and  siilhii.  |uMiitin|r  out  that  tlicic  ;nc 
iccuyiil/ed  as  essential  in  Imnian  nutrition,  h  $ii\s  •Ihoc 
innilciils  are  nut  appru|Miair  lor  addition  lo  general  pni. 
|H.si-  |,hmK  oi  dietary  Mi|ipleiiicnis  of  vitamins  mid  iint<. 
ciaK  hnt  iti:i>  he  added  to  ivnain  Special  Uictji\  I  immK 
*\iilvh  aie  the  sole  item  ol  a  diet  oi  aie  used  iindei  a  phvM. 
viaii'svare. 

Ihe  ie|!ulation  prohibit*; mx  vh  ^w 

l/lliat  a  lood.  because  ol  the  |>iesence  or  ahsemc  m| 

ceitain  vit:iinins  and  \n  uunerals.  is  adequate  <\  -IU\ 

live  loi  the  prevention,  treatment,  or  cure  r 

dl*ca!tv. 

2, 1  hat  a  h;danad  diet  of  oidinaiy  loodsiaimoi  M»|ip|\ 
adequate  amounts  of  nutrients 

?.*llijt  the  lack  ol  optimum  quahty  of  a  lood  Ivi  jum-  n| 
thr  ^oil  on  which  it  is|:rowi>.  ma,  he  resptiuMldi  loi  an 
iiLMlvcpiacy  ui  dclicicncy  in  ihc  ipinliiy  ii|  i|k.  dailv 

^dii't. 

4.  That  the  storage,  transpoilatiun.  processinc.  or  cookiinj 
of  a  loud  may  be  responsible  lur  an  inadeijuacy  or 
dolkiency  ol  the  daily  did. 

5.  Thai  a  lood  has  dietary  properties  when  they  aie  ol  tin 
significant  value  in  hutnati  notritioti.  This  |irohihit\  the 
ittixing  or  rutin,  other  bitillavoimids.  iiara  annnnlnMi- 
7.uic  <tcid.  inositol  and  similar  substances  with  vitamins 
or  mhterals. 

6.  That  a  natural  vitamin  in  a  lood  is  superior  to  an  adiled 
or  synthetic  vitamin,  or  that  there  is  a  difleienc*  be- 
tween vitamins  naturally  present,  and  those  that  have 
been  added. 

These  regulations  do  not  prechide  a  inanulaclurer  or  dis- 
tributor wh.)  has  adequate  scientillc  data  Irom  claintiiiii  a 
higher  nutrient  retention  in  his  product  !hatt  in  a  cotitjtc* 
titive  product.  Nor  do  they  prohibit  st  claim  that  ;t  paitic 
ular  food  has  a  higher  nutrient  content  because  ol  the  t.iil 
in  which  it  is  grown  if  that  claim  is  backed  up  by  scicnillic 
data.  Titc  regulations  permit  a  tnnnttracturer  lo  idcitiilv 
which  vitamhts  are  naturally  present  and  which  are  addcil 
to  his  product. 


LAUELINC  FOR  CIIOLI-Sl  EROL  AND  I 

s  This  reeulaliott  allow:  cottsuiiiciN  to  idcniiix  loods  lot 
Inclusion  ht  physician-iccoinniciulal  lai  ni.MlMicd  dtci>  It 
at'complishes  that  obicctlvi'  b>  allowinj!  uso  mi  Hie  labrj  of 
Jlcment  of  choleMcrul  cnimnt.  M;,icd  in  niilligiani>  pei 
serymg  atid  in  milligrams  |>ci  fCMt  ^t;itn«  „|  |,uhI.  and  the 
lisiinp  of  the  amounts  of  lais  in  giants  pci  scivmjj  in  two 
categories:  pulyutts;ilurated  and  satoiated  I  lie  tmal  lai 
content  as  a  percentage  ol  the  total  ituinl)er  ol  calori  in 
Ihe  lood  will  also  be  hsted. 

ir  cholesterol  or  fatly  acid  inrurination  is  useri.full  nutrt 
tivn  labeling  must  be  provided,  attd  the  label  tttust  coiitah 
the  rollowittgstafeiitent: 

**lnrormation  on  Tat  (and/or  cholesterol)  content  is  prt 
vided  for  individuals  who,  on  the  advice  of  a  physkiait.ar 
modifying  their  total  dietary  intake  oF  fat  (and/or  cliolc? 
terol).'' 

The  labeling  do<  i^  not  mean  that  FDA  is  taking  a  positio: 
on  the  medical  debate  surrounding  the  role  of  fat  consuntf 
tion  in  persons  with  heart  disease.  The  regulation  h  an  ai 
tempt  to  make  It  esisier  for  cons  nters  to  select  fo^^ 
products  useful  in  lal-tnodified  diel^. 
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*  SHELF-LIFE  PRICING  LAW.    Connecticut  has  a  law  which  says  that  retail  stores 
cannot  increase  the.price  .of  food  items  UNCU  TIILY  IIAVL  aiiLN  PLACliU  ON  llll:  SlIliLI* 
AND  OFFERED  FOR  SALE*    Of  course,  tlie  store  may  put  whatever  prices  it  wishes  on 
the  food  item    BEFORE  they  are  put  out  for  sale.     If  you  believe  a  store  is 
violating  this  law,  contact  your  LOCAL  POLICH. 

*  UNIT  PRICING  LAW.    This  law  requires  all  stores  in  Connecticut  (except 
owner-operated,  single  retail  stores  or  stores  under  35U0  square  feetj  to  label 
their  food  items  showing  the  unit  of  weight,  measure  or  count  for  that  item,  the 
price  PER  UNIT  and  the  total  price.    This  way,  you  can  compare  not  only  the  cost 
of  different  brands,  but  the  cost  of  different  sizes  of  products.    The  Unit 
Pricing  information  may  be  affixed  to  the  item  itself  or  blaced  on  the  shelf 
where  the  item  is  displayed  for  sale.    Violations  of  this  law  may  he  reported 

to  tne  Food  Division  of  the  Department  of  ConsuJiier  Protection  at  506-3388  or 
toll-free  at  1-800-842-2649. 

*  UNIVliRSAL  PRODUCT  CODE  PRICING  LAW.    You've  probably  noticed  those  funny 
, looking  lines-you  can't  decipher-on  many  food  items.    That's  the  Universal 

Product  Code  symbol.    It's  part  of  the  supermarkets'  computerized  electronic 
scanners  which  speed  up  your  checking  out. 

*  The  law  requires  any  seller  using  the  Universal  Product  Code  System  to 
mark  the  consumer  product  (which  can  be  any  conmiodity  other  that  a  prescription 
drug)  with  the  RETAIL  PRICE.    This  is  also  known  as  ITEM  PRICING.    This  way, 
you  can  double-check  your  cash-register  receipt  against  the  individual  items 

in  your  grocery  bag. 

(over) 
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*    The  scaimcrs  liavc  proven  to  bo  quite  accurate,  l)ased  on  sput-cliccks  hy 
the  Food  Division  of  the  Department  of  Consumer  Protection.    Occasionally,  you 
might  find  a  discrepancy.     Ihis  can  be  due  to  a  lag-time  between  tlie  store's 
marking  new  prices  on  products  and  puncliing  tliose  prices  into  tlic  com|)utor. 
Or  you  might  find  tlie  store  failing  to  mark  individual  items.     In  citlicr  case, 
report  the  problem  to  t.ie  store  manager.    Yru  can  also  contact  tlie  Tood 
Division  as  well  at  566-3388  or  toll-frc?  at  1-8UU-842-2049 . 


For  further  information,  contact  tlie  I'ood  Division,  Department  of  Consumer 
Protection  at  the  above  numbers. 

(From  State  of  Connecticut,  Department  of  Coiisumer  l^rotection 
165  Capitol  Ave. 

Hartford,  CT  06106  1-800-842-2649J 


422 


UNIT  PRICING 


HO  6 


"UNIT  PRICING 


DELICATESSEN 


Coi«t||«*M«f  |HIC»« 


ttu'^m**  thJht  /hi/A  |/m  ri/ 
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Cobd  Buys 

Foods  In  season  are  slinosi  olways  a  good  buy.  Menus  slioiild  be 
planned  wllli  seasonal  foods  In  mind.  Tlic  cost  will  be  less  and  the  selec* 
iloii  Krralcr. 

In  rclrriliitt  iritis.  Ilir  Im-hI  f|u;ilMy  H  iinl  nlw:iy^  iii'rr^Hiiry.  In  cliiHin. 
lug  liHltnl<N*ii  fur  n  jciltui,  Ilir  luo^l  nllrnrllvr  tiiid  iiHuiilly  IIh*  ihohI  roHtly 
wmildlieik'Slrftlilc  llitwcv^r.  In  si'lrr«lii|*  «itiii:tii>i  H  for  IimiuiIo  s:inrc.  n  IcM 
cxpeiitlvc  product  wliii  perhaps  a  l)lcnilsli  on  llic  skin  miglil  be  considered 
a  belter  buy. 

When  huyliiK  ftMiiU  ltl|*ti  in  proii  lu.  ynu  inn  rcdurc  Ilir  roHl  hy: 

•  Using  pDullry  when  U  Is  ('lu'aiti  r  ili:ut  iiii-.u 

•  Considering  cms  of  menl  lhac  inny  cosi  more  per  pouiul  Inn  gWr 
irsore  servings  per  person 

•  l,t'arnhig  lo  prepare  less  lender  culs  of  meal  In  casscrolciv  or  poc 
rousts 

•  Serving  egg  dishes  such  as  oineldles 

•  Suhslllnthig  dried  bean  and  pea  dishes  for  hl^hcr  cosl  nirals 

•  Using  llih*rs  such  as  brciul  cruiiihs  or  pn<(l;i  lo  iu;ikr  a  uirai  dish 
serve  nuire 

STORING  FOOD 

After  shopping  for  food  rcoiioinlrnlly.  II  is  csficullnl  In  store  II  proper- 
ly. Proiicr  sloinge  pievtMil^  the  lossol  uuliiriHs  and  possllilr  fiMHl  |Miisoiihig 

General  Sioritgr  Ulnl9 

•  Do  not  bvy  riiore  foo<l  than  you  can  solely  .•iinre 

•  Keep  refr:j;itC)ators  operating  profKrrly  oy  defrosting  when  iiredrd 

•  Check  ^1lc  *  ip^^a^lon  d;«te  on  fi>oil  lu  furr  pnrchashig  It  Choose  titc 
food  Willi  ihL  loi'gcst  time  lictore  cxpli.uion 

•  Uotate  .^Vii  \ iU'c  Viilng  the  most  recently  pun  linsrd  fooil  last 

•  Dry  Ir  f  r'^fji-.':!'*  fiuch  as  Hour,  sugar,  crrial.  and  pnsia  products 
•  aJtould  i    /«>.cd  In  tightly  covered  containers. 

Tips  for  SpeeiHc  roodB 

•  /feoCJ.  Refrigerate  all  meats.  Ground  meat  and  vartrty  meats  spoil 
more  quickly  lhan  others,  so  use  them  soon  after  purehase. 

•  frutCs  and  Vcyetobles.  Keep  most  fresh  fruits  and  vegrtabtr^  In 
the  refrigerator  In  plastic  bags,  ttglitly  covered  containers,  oi  the 
crlsper. 

•  Bread.  If  wrapped  properly,  bread  can  be  frozen  to  keep  It  most 
efTlclentty  for  a  long  lime. 

MKIc.  Initani  nonfat  dry  milk  can  be  used  In  many  of  the  same  ways 
M  whole  milk  and  can  be  stored  for  much  longer  periods  without 
'  refrigeration. 

•  Cdnned/oods.  Store  In  a  cool,  dry  pinre. 

•  Frozen /oods.- Keep  in  freezer  at  O^F  temperature. 
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BEEF  CHART 


RETAIL  CUTS  OF  BEEF  ^  WHERE  THEY  COME  FROM  AND  HOW  TO  COOK  THEM 


K^ltat*    CNuck  Short  Ribs 


Bade  (2)  Aim  0) 

Rnstof^        FM  Roasl  or  Steak 


Boneless  Shoukto  (s\ 
FM'Roist  or  Steak  Cri^sRib 
Fbt  Roast 


m 


®Bed  for  stew  ®GroundBotf** 


CHUCK 
Oiaiw  CnIi  m  liwiid 


(S) 


m 


RiblbKt 


(2) 

RibSleik 


Rib  Steak.  BoneJess 


4 


Rib  Eye  (Oelmonico) 
Roast  or  Steak 


RIB 


IvllinSliili  <^ 


Portettiouso  Sieak 

Boneless 
Ibplom  Steak 

leiHlerkNn 
(Filet  yignon)Sleakor 
Roast  (llM  trim  SirlMia) 


SHORT  lOIN 


© 

Pio  Bone  Sirloin  Steak 


Flat  Bone  Sirkm  Steak 


0(S)(D 
Boneless  Sirkiin  Steak 


StRlOIN 
Oroit.  Ptnbfod.  Pinfry 


Eye  of  Round* 


Ground  Beef' 


ROUND 

BdfSC  Cook  HI  It^uitf 


Sfiank  Cross  Cw; 


®  BeefforStew 
fnu  Im  tUki  Cilt) 


fresh  Briskei. 


or 

Corned  Brisket 


SlMftRibs 


SlortStuklUls* 


Bed  for  Slow 
(iiu  iiM  tUwf  mil   Ground  Beef** 


CroundBed** 


® 

Flank  Steik* 


Bool  Potties 


Flank  Steak  Mis* 


•(  ^OAf  rio#  rf«m  htfti 


c/»«it  BfififQvd  by 

National  Live  Stock  and  Meat  Board 


•  N«l«l  llM         MM  UMt  (MX 


Of'' 
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ABBREVIATIONS  S  EQUIVALENTS 
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To  save  space,  measuring  terms  in  reci- 
pes are  often  abbreviated: 
Tablespoon — T.  or  Tbsp. 
teaspoon— t.  or  tsp. 
cup — C.  or  c.  dozen — doz. 

pint— pt.  square— sq. 

quart— qt.  inch— in. 

ounce — oz.  hour — hr. 

pound — lb.  minute — min. 

In  metrics,  symbols  are  used  instead  of 
abbreviations.  Note  they  are  not  followed 
by  a  period. 

meter — m  kilo— k 

liter — L  .  milli — m 

gram— g  centi — c 

Celsius — C  Example: 
joule — j  millimeter — mm 


1  cup  =  16  tablespoons 
240  milliliters 
8  fluid  ounces 
1  tablespoon  =  3  teaspoons 
15  milliliters 
%  fluid  ounce 

1  teaspoon  =:  %  tablespoon 

5  milliliters 
%  fluid  ounce 

2  cups  =  1  pint 

480  milliliters 
16  fluid  ounces 

4  cups  =  1  quart 

0.946  liter 

32  fluid  ounces 

1  pound  =  16  ounces 
454  grams 


When  you  cook,  you  need  certain  kinds  of  equipment  or  tools  to  help  you 
work  easily  and  successfully.  Learning  to  use  each  tool  properly  is  a  big 
step  in  mastering  the  art  of  cooking.  Following  is  a  list  of  some  of  the  basic 
kitchen  tools  and  what  they  do. 


Beater,  hand.  Light  beat- 
ing such  as  scrambled 
eggs  or  pancake  batter. 


^  Bottle   opener.  Opens 
bottles. 


Can  opener.  Opens  cans. 


Fork,  2<tined.  Lifts  or 
turns  heavy  food. 


Grater.  Grates  food  into 
tiny  pieces. 


Kitchen  shears.  Cut  food 
such  as  dried  fruit,  trim 
pie  crust. 


Colander.  Drains  liquid 
from  food  such  as 
cooked  spaghetti. 


Knife,  bread.  Serrated 
edge  for  cutting  bread. 


• 
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Cookie  cutters.  Cut  cook* 
ies,  biscuits  from  rolled 
dough;  come  in  many 
shapes  and  sties. 


Cutting  board.  Protects 
counter  top  or  table 
while  cutting;  made  of 
wood  or  hard  plastic. 


Forki  kitchen.  Lifts  or 
turns  small  food. 


Knife,  French.  Slices, 
cuts,  minces,  dices. 


Knife,  paring.  Pares  and 
cuts  fruits  and  vegeta- 
bles. 
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Knife,  slicing, 
meat,  poultry. 


Slices 


KEY   IDEAS:   PREPARING  A  MEAL 
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■    Key  Ideas:  Preparing  a  Mepl 

When  preparing  foods,  be  aware  of  the  amount  of  energy  you  are  using 
By  doing  this  you  will  save  iUuc,  money,  and  Indicate  your  conrrrn  loi 
the  clients  resources. 

•  Use  the  oven  to  prepare  more  than  one  lood  at  a  time. 

•  Do  not  pichcul  the  oven  longer  Ihun  ncrcss;ny. 

•  Put  tlie  pot  on  tlie  correct-size  burner.  The  burner  should  be  as 
close  to  the  size  of  the  pan  as  possible.  Too  big  a  burner  wastes  fuel. 


TOO  SMALL 

TOO  BIG 

CORRECT 

•  Cover  pots  when  tliey  are  cooking. 

•  Make  onc-dlsli  meals. 

•  Make  enough  lood  lor  more  than  one  menl  and  uiicat  tlu'  icinaln- 
Ing  servings. 

•  If  you  are  using  an  elcclrle  range,  turn  oil  the  heat  a  lew  minutes 
before  tlie  food  Is  ready. 

•  Use  the  correct  appliance  for  the  job.  Use  small  loasli  r  ovens  lor 
small  Jobs  and  the  big  oven  lor  big  Jobs. 

Methods  of  Cooking 
Bake  or  roast:  to  cook  with  dry  heat  In  a  confined  space,  such  as  an  oven. 
Boil:  lo  cook  In  a  liquid  that  Is  hot  enough  for  l)ubl)lcs  to  brc;ik  on  the  suihirc 
Braise:  a  long,  slow  cooking  mclliod  that  makes  use  ol  moist  heat  In  a  tightly 
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covered  vessel  at  a  Icmpcralurc  Just  below  boiling  1  he  ^()()kiM^  li(|ut(l  should 
Jusl  barely  cover  the  food  to  be  biaised.  Uinishi^  Is  :i  ^ood  w:iy  lo  ( ooK  (on^li 
mcrls  and  vegetables,  as  the  long  cooking  bieciks  down  tlicli  iilx  m 

BroU:  to  cook  directly  under  or  above  a  source  ol  heal. 

Fry:  to  cook  food  In  fat  or  oil.  When  only  a  small  ninouiit  of  l.il  Is  used,  llie 
process  Is  called  pan  frying  or  sanielng.  When  latter  amounts  ol  hil  aie 
used— enough  lo  cover  the  lood— the  process  Is  called  deep Jiylng  or  dcrj)  Jut 

M^f^g-  

Poach:  a  method  of  cooking  used  to  preserve  the  dellente  texluic  and  pK  venl 
the  toughening  of  foods.  The  food  Is  covered  by  water  or  sofuc  other  liquid. 
Depending  on  the  type  of  food  being  cooked,  the  liquid  may  be  either  at  the 
boll  or  at  the  boiling  point. 

Steanx:  a  method  of  cooking  In  which  the  food  Is  exposed  to  the  slcaui  of  boil- 
ing  water.  The  food  must  be  above  the  liquid,  never  In  It.  The  eonhtiner  Is 
kept  closed  during  cooking  to  let  the  steam  accumulate.  Steaming  keeps  a 
high  proportion  of  the  original  flavor  and  texture  of  the  foods  he<*aiise  the 
nutrients  are  not  dissolved  in  the  cooking  lUptld  :is  Is  the  <*nsr  wMli  holliiiff  ot 
poaching.  Steaming  Is  a  more  time-consuming  wny  of  cooking.  Iiowevci. 

Stew:  a  process  of  long,  slow  cooking  of  food  in  liquid  In  a  covered  pot  with 
seasoning.  Good  for  tougher  cuts  of  meat. 
 44?  
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Discover .  . . 

•  how  to  cook  food  in  liquid. 

•  how  to  cook  food  \n  moist  heat  and  dry  heat. 

•  how  to  fry  food. 

•  the  secrets  of  protein  cooking. 

Food  is  cooked  by  one  of  four  basic  methods  .  .  . 
•  In  liquid  •  in  moist  heat  •  In  dry  heat 


•  In  fat 


Cook  in  Liquid 

To  cook  in  l\qu\6  means  the  food  is  covered  with  liquid.  Food  may  be 
boiled,  simmered,  poached,  or  stewed. 


Boil 

Bring  the  liquid  to  the 
boiling  temperature, 
100  •C  r212*F.].  When 
liquid  boils,  bubbles  rise 
up  continuously.  They 
break  the  surface  of  the 
liquid.  No  matter  how 
fast  the  liquid  boils,  the  temperature  can- 
not go  above  the  boiling  point.  Rapid  boil- 
ing does  not  cook  food  any  faster  than  a 
slow  boil.  Use  to  . . . 

e  Bring  cooking  water  for  vegetables  to 
the  correct  temperature. 

•  "Cook  down"  liquids  such  as  sauces. 
This  makes  part  of  the  liquid  evaporate 
and  gives  the  remaining  liquid  a  stronger 
flavor. 


Simmer 


Bring  the  liquid  to  a  boil.  Lower  the  heat 
so  the  bubbles  rise  slowly  but  do  not  break 
the  surface.  Use  to  . . . 

•  Cook  foods  slowly  until  they  are 
done,  such  as  vegetables,  stews,  soups, 
sauces,  and  gravies. 


Poach 


Food  must  cook  slowly  so  it  keeps  its 
shape.  Fast  boiling  breaks  up  the  food. 
Bring  the  liquid  to  a  simmer.  Put  the  food 
in  carefully.  Cook  at  a  simmer  until  done. 
Use  to  .  .  . 

•  Cook  tender  foods  such  as  fish,  eggs, 
and  fruit. 


Cut  food  into  small  pieces.  Cover  food 
with  liquid.  Add  seasonings.  Cover  and 
bring  to  a  boil.  Lower  heat.  Simmer  until 
done.  Use  to  .  .  . 

•  Cook  fish,  fruit,  and  less-tender  cuts 
of  meat  and  poultry. 
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Become  familiar  with  these  terms.  They  can  help  you  fo  use 
recipf  ■  more  easily  and  successfully. 


Barbecue.  To  roast  or  broil 
slowly  on  a  pan  or  on  a 
revolving  spit  over  hot 
coals.  Food  is  basted  fre- 
quently with  a  hot,  spicy 
sauce. 


Baste.  Tx>  brush  or  pour  liq- 
uid over  food  as  it  cooks. 
This  adds  moisture  to  the 
food  and  keeps  it  from  dry- 
ing out.  Melted  fat,  sauces, 
or  meat  drippings  may  be 
used. 


ieat.  To  mix  ingredients 
thoroughly  with  a  spoon  or 
beater.  To  mix  with  a 
spoon,  an  over*andover 
motion  is  used,  beating 
hard  and  quickly. 


Blanch.  To  put  food  such  as 
a  fresh  tomato  in  and  out 
of  boiling  water  very 
q:iickly.  This  makes  it  eas- 
ier to  peel.  Also,  to  slightly 
precook  vegetables  before 
freezing. 


Blend.  To  mix  two  or  more 
ingredients  together  well. 


Bread.  To  coat  a  food  such 
as  chicken  with  fine 
crumbs  such  as  bread  or 
cereaL 


Brown.  To  cook  food  in  a 
little  hot  fat  or  In  the  oven 
or  broiler  untii  the  surface 
turns  brown. 


Brush.  To  use  a  brush  or 
spoon  to  spread  a  liquid 
over  food,  such  as  beaten 
egg  white  or  melted  fat. 


Chili.  To  refrigerate  food 
until  it  is  cold. 


Chop.  To  cut  food  into 
small  pieces  with  a  knife, 
food  chopper,  or  scissors. 
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Hie  Special  Supplemer.tal  Food  Proeram  for 
Women,  Infants,  and  Children  (WIC) 


Cktoberl967 


hy|im  Dcsiilylios 


WIC  «  dtiipird  at  a  preventive  autrition  progrtD  lo  provide  suppkmental  outritioiu  foods,  outritioQ 
educatioo  and  acceu  to  health  cart  to  iow-income  womeo,  iofaou  and  children  at  nutritional  risk. 
Confreu  created  a  WIC  pilot  project  in  1972  (Public  Law  92^33)  and  authorized  WIC  as  a  national 
program  as  part  of  the  National  School  Lunch  and  Child  Nutrition  Art  Am 
94*105).  WIC  is  curr^  authorized  throufh  September  30. 1989. 

The  prograa  is  administered  and  regulated  by  the  .  Department  of  Agriculture  (USDA)  which  grants 
ftiads  to  Statn  Health  Departments  and  Native  American  tribal  agendca.  State  Health  Departments  fund 
local  sponsors  such  as  health  agendesi  social  service  agencies  or  other  non-profit  agencies  that  are 
capable  of  providing  nutrition  services.  Tbere  are  87  state  agencies  and  1^72  local  agencies  currently 
participating 

The  Coogressiooal  Committees  with  jurisdiction  over  the  WIC  Program  are  the  House  Education  and 
Labor  Committee  and  its  Subcommittee  on  Elementary,  Secondary  and  Vocational  Education,  and  the 
Senate  Committee  on  Agriculture,  Nutrition,  and  Forestry,  and  its  Subcommittee  on  Nutrition  and  Inves- 
tigations. 

EligfbUltj 

Eligibility  for  WIC  is  three-fold. 

L  One  must  be  a  pregnant,  postpartum,  or  breast-feeding  woman,  an  infant,  or  a  voild  under  the  age 
offive. 

1        household  income  must  be  below  a  level  set  by  the  State  Agency  (tetween  100  and  18S 

percent  of  rJie  poverty  level). 
3.  One  must  bie  certified  to  be  at  nutritional  risk,  w^ich  involves  problems  such  m  abnormal  weight 
gain  during  pregnancy;  a  history  of  h;.gb-risk  pregnancies  such  as  a  previou;:  still  binh  or  low  birth 
weight  ba^,  growth  problems  such  as  stunting,  underweight,  ur  obesity;  iron-deficiency  anemia; 
or  inadequate  dietary  p^Uem. 

Clients  must  apply  for  the  program  at  the  nearest  WIC  clinic,  usually  part  of  the  county  health  depart- 
ment. Every  six  months  or  so,  participants  must  be  re-evaluated  (recertified)  to  determine  if  they  are  still 
eligible  for  the  program;  this  includes  checking  both  nutritional  risk  and  income  eligibility,  and  age. 

Beneflta 

*^C  provides  a  monthly  package  of  nutritious  foods  tailored  to  t'ae  dietary  needs  of  infants,  children,  and 
'  pregnant,  postpartum  sind  bremtfeeding  women.  The  foods  wr/e  specifically  chosen  to  provide  protein, 
iroi,  caldum,  and  vitaouns  A  and  C  Ttese  are  the  nutrienu  ibuiid  most  likely  to  be  missing  from  the 
tfitis  of  low-income  women  and  cfaiUren.  Authorized  WIC  foods  are  iron-fortified  infant  formula,  infant 
cereal,  asilk»  eggs*  cheese,  iron-fortified  breakfast  cereal,  vitamin  C-rich  juic^  beans  and  peanut  butter. 
WIC  (bods  are  prowided  in  one  of  three  ways: 

•  'Noncfaers''-clients  receive  checks  or  coupons  for  specific  foods  which  they  then  purcha^  in  retail 
stores;  or 

•  home  delivery  system-the  foods  are  delivered  to  the  participant's  home;  or 

•  direct  distribution  systems- where  participants  pick  up  food  from  a  distribution  outht 

Offering  nu^irition  education  to  the  WIC  participant  is  a  program  requirement  Within  the  certifiation 
periodi  they  should  receive  two  nutrition  education  contacts.  The^  sessions  are  intended  to  help  partid- 
panu  understand  why  they  are  nutrititmally  at-risk  and  how  eating  tte 
thoserisks. 

Numerous  studies  have  shown  tJbe  benefits  of  the  WIC  Program.  The  national  WIC  evaluation  (1986) 
was  a  set  ofstudiesf^mded  by  the  federal  government  Some  of  the  benefits  these  studies  found  were:  a 
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redttdioo  b  (be  fetal  aorudity  rate  a  deoeaie  ia  the  inddenee  of  low  birth  weight;  inaeascs  m  the 
percent  of  woaea  recetviag  prenatal  care;  decreaieH  aumben  of  preterm  delivericft;  toaeased  head 
drcumfereace  of  babies  Cheater  brain  growth);  and  enhanced  quality  of  the  diet.  In  general,  the  effects 
were  greater  aaoog  pregnant  women  who  were  at  greater  need  (women  with  less  education,  or  ethnic 
uinority  women)* 

WIC  hu  abo  been  shown  to  be  cost  effective.  9y  deaeasing  the  number  of  low  birth  weight  babies  bom 
and  the  need  for  hospital  care  for  these  infants,  mrdical  costs  are  reduced.  According  to  a  Harvard 
University  study,  for  every  SI  spent  on  the  prenatal  compooent  of  WIC,  up  to  $3  were  uved  in  hospital 
costs  01  low  birth  weight  babies.  A  recent  study  in  Missoiuri  found  that  for  every  SI  spent  on  the  prenatal 
component  of  WIQ  the  state  saved  83  cenu  in  Medkaid  cosu  in  just  the  first  30  day^ 

PartklpntionLtvela 

In  fiscal  year  1986  (October  1, 196S  to  September  30, 1986),  about  40  percent  of  those  eliyble  for  the 
program  actually  participated.  (This  is  based  on  USDA  calculations  of  the  estimated  number  of  persons 
eligible  for  WIC  as  compared  to  the  number  participating). 


In  fiscal  year  1987,  $1.66  billion  was  appropriated  for  the  WIC  program.  The  program  is  funded  by  the 
federal  government,  but  also  receives  additional  funding  and  in«kind  services  from  some  states.  In  fiscal 
year  1986, 9  sutes  and  the  Drstria  of  Columbia  supplemented  federal  dollars  for  the  WIC  program  with 
state  appropriations. 

WIC  is  not  an  entitlement  program.  Instead,  there  is  a  ""cap"*  or  limit  on  the  amount  of  federal  money 
allocated,  which  limits  the  numbers  of  participants  who  can  be  served. 

In  fiscal  year  1987,  the  program  funds  supported  an  average  monthly  participation  of  3.4  million  parties* 
pants  at  a.  cost  of  about  $41  per  person  per  month.  Twenty  percent  of  the  total  available  funds  are 
allocated  among  the  states  for  the  costs  of  nutrition  services  and  administration  associated  wi  Ji  the  WIC 
program;  the  remaining  80  percent  of  the  funds  go  to  purchase  the  foods. 

Barriers  to  Participation 

•  Since  WIC  is  not  an  entitlemeut  program,  the  limit  on  federal  dollars  for  the  program  keeps  many 
eligible  women,  infants  and  children  from  receiving  benefits.  Waiting  lists  have  had  to  be  set  up 
because  many  clinics  have  reached  their  maximum  caseload  and  do  not  have  the  resources  to  serve 
more  participants. 

•  Infant  formula  coats  have  increased  at  a  much  faster  rate  than  other  foods  provided  by  WIC,  and 
have  caused  higher  total  food  package  costs.  This  limits  the  number  of  people  that  can  be  served 
at  the  current  fimding  level 

•  Sometimes  a  site's  distant  location  or  limited  hoitfs  of  operation  keep  needy  people  from  partid* 
patin^ 

Optloaa  to  Expand  Ptetldpatloa 

The  WIC  Program  has  continually  proven  itself  as  cost-effective  and  beneficial  for  its  low-mcome  partici* 
pants.  of  the  program  through  some  or  all  of  the  following  strategies  would  benefit  even  more 

at*risk  low*income  women,  infanu  and  children. 

•  Increase  fkmdUig  at  the  federal  level 

•  Increase  funding  at  the  state  level 

•  Make  WIC  an  entitlement  program  so  that  funds  will  be  provided  to  serve  all  who  apply. 

•  Encourage  states  to  adopt  a  program  to  reduce  the  costs  of  the  WIC  food  package  through  at* 
ative  (bod  purchasbg  plans,  such  as  obtaining  rebates  form  infant  formula  companies. 

a  Make  sites  more  accessible  and  easier  to  use  for  the  low«mcome  women  and  working  families  who 
are  m  need  of  the  WIC  Program. 


Fiscal  Year 

1977 
1981 
1986 


Avcmgi  Moothfy  Pirtlclpatlon 


848361 
2,117,843 
3311«670 


Funding 


a  Increase  outreach  efforts. 
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The  Food  Stamp  Prognm 
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The  Food  SUap  Propun  k  desigoed  to  improve  the  outritioa  of  km-utcome  people  by  providias 
t^,'^^  '^f*  bomehold's  food  budfet  The  Food  SUap  progrun  C^develoS 
ta  the  tate  ^  oadergone  muy  chaagss.  Curready  authorized  by  dw  Food  Stanp  Act  of  1977 
^^/Zf^-^^}^  lovermaeat  In  1971.  Co«gre«  e»td,lished  onif^nn  Mt^o2 

ttaadardj  of  ehgibaily  MMd  required  aU  sutes  to  infonn  tow-iacome  people  aboot  the  availability  of  food 
•taapi.  IB  I974»  the  propaa  was  expanded  nationwide  and  all  itatei  participating  had  to  offer  food 
ttaops  IB  every  coiiBQr« 

Vl^fH^S^^  odBUBiitered  nationally  by  the  US  Dc,^-nieBt  of  Agriculture  (USDA)  and  stMewide 
•nd  loca^  by  «ate  welfare  or  human  Krvices  agencies.  Costt  of  tbe  program  are  evinK  Sdt 
federal  aiNl  state/lo«l  governments.  n«re  are  53  state  agencies  and  3&  toeal  offices.  sSiroSnrf  Uw 
for  food  stamps  are  Federal  statutes.  7  USC  Sec  2011  et  seq.;  Federal  ReguUtions.  7  CeSs^CTiT 
>eq.:  State  Manuals;  USDA  FoUcy  Memos;  and  a  lengthy  bcd^  of  case  law.  ^  CFR  Sec  271  et 

Ongressiood  the  Food  Stamp  Program  ire  the  House  Agriculture 

committee  and  lU  Subcommuf^  on  Domestic  Marketing.  Consumer  RelaUons.  and  NutritioT  and  the 
Senate  Committee  on  Agriculture.  NutriUon,  and  Forestry  and  ia  Subcommittee  on  Nutrition  and  Inves- 
tigarions. 

TTie  Food  Stamp  Program  is  the  nadon's  single  most  important  program  in  the  fight  against  hunger.  It  is 
also  the  only  food  program  m  America  that  is  avaasble  to  all  who  meet  eligibility  standards  regardless  of 
age  or  fanuly  compcaiUon.  ImprovemenU  in  the  program  are  the  most  direct  and  effective  way  to  amelio- 
rate the  problem  of  hunger  in  the  U.S. 

El'lgibUlty 

Eligibility  is  determined  on  the  basis  of  a  household's  financial  (income  and  resources  cannot  be  too  high) 
and  non.|inaoaal  (otizeaship.  social  security  number,  work  requirement)  status.  A  household  is  defined 
as  a  Penw  or  •  ffoup  of  people  living  together,  hut  not  necessarily  reUted,  who  buy  and  cook  food 
together.  The  Food  Stamp  Program  operate:i  as  an  entidement  program:  anyone  who  meets  eligibility 
requiremenu  IS  enuUed  to  receive  benefits.  s"**"-'/ 

For  most  households  (except  those  with  elderly  or  handicapped  members),  a  gross  income  below  130 
percent  of  the  poverty  line  satisfies  U>e  income  test.  For  the  elderiy  and  handiapped,  gross  income  leveb 
are  more  hberal.  provided  that  die  net  income  is  sdll  below  100  percent  of  die  poverty  line.  The  gross 
ma»eguidehn«forl«^ 

1,1987  to  June  30. 1968>  are  as  foUows:  r  j 

Grau  iBComc  EUglbiUty  Leveb  for  Households,  Fiscal  Year  1917 

Maximum  Monthly  Grata  Incom*  (In  dollars) 
HooaeholdSIa  (130%of  the  Poverty  Line) 

^  S596 

2  802 

'  1008 

*  *  1214 

'  1420 

•                                                                  ,  1625 

'  1831 

'  2037 

each  addidonal  person  +206 
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~WJU.  Many  reiottfea  are  noceounubtetowdthoelimitt..  «>  «»  oider  may  have  up  to 

S^fiHiJrSTSSf?^^  wppJement  their  food  pureh^lB.  D<««r  Pr^ 


Hciischoid 

48SUics 
MdD.C 

Alaska 

(urban) 

I 

87 

nr 

2 

159 

20/ 

3 

228 

297 

4 

290 

378 

5 

344 

448 

6 

413 

538 

7 

457 

595 

8 

522 

680 

etch  added 

person 

♦65 

♦  85 

Hawaii 

244 

350 


527 

TOO 
800 

♦  100 


Guaa 

15" 
as 

336 
427 
508 

609 

673 
770 

♦  96 


VA 

~m 

205 
293 
373 
443 
531 
587 
671 

♦84 
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Barrlcn  to  PiutidiMCloo 
•  Uckornuausuince 
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{diet. 


U.O.  lOA 


•  Uck  of  uaimog  for  staff  iBdIidt  of  surrb  food  tl^ 

•  Lengthy  tad  coapliMed  paperwork,  iDcludini  conplex  apptkatioas  aod  notttUy  reportiag  re- 
quireaeau,  and  lack  of  attistaace  ia  compietiac  pa|r:rworL 

•  Vehicle  aneilimiudoa. 

•  Inidequate  beaefiti  whea  coapared  to  the  liae  aad  eipease  iacurred  ta  the  application  and 

•  feriScatiojprocua. 

Opileas  te  Eipaad  Ptetldpatloa 

•  Restore  ftiadiag  for  outreach. 

•  Revise  the  Thrifty  Food  Pbii  to  reflea  a  autritl  .aally  adequate  diet 

•  SLapliiy  the  applicatioa  iid  *«rilicatioa  procedure. 

•  Raise  the  asset  liaut 

•  Address  stjgna  by  projectiag  more  positive  iaageofusaaf  food  stamps. 
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SUBSTITUTIONS 


DAIRY  SUBSTITUTiONS 
V^  cup  evaporated  milk  plus 

V2  cup  water    1  cup  whole  milk 
Va  cup  powdered  whole  milk 

plus  1  cup  water    1  cup  whole  milk 


EGG  SU3STITUTION 

2  egg  yolks    1  whole  egg  (for  thickening 
custards  and  puddings) 


LEAVENINGS  SUBSTITUTIONS 
Va  teaspoon  baking  soda  plus 

V2  teaspoon  cream  of  tartar    1  teaspoon  baking  powder 
V2  teaspoon  baking  soda  plus 

2  tablespoons  vinegar    1  y4  teaspoons  baking  powder 


CHOCOLATE  SUBSTITUTION 

3  tablespoons  cocoa  plu5    1  square  (1  ounce) 
1  tablespoon  shortening    unsweetened  chocolate 


1^ 
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NUTRITION  LABELING  WORKSHEET  , 

NAME  ^ 

12.  NUTRITION  LABELING 

According  to  a  recent  regulation  of  tho  Food  and  Drug  Administration,  all  processed  foods  which  have 
nutrients  added  or  for  which  nutritional  claims  are  made  must  provide  uniform  nutrition  labeling. 

Look  at  tho  labels  for  three  vegetables  below. 

Which  would  be  a  good  vegetable  for  a  low*calorle  dinner?  Why?  


Which  vegetable  would  be  best  as  a  "quick-energy"  food?  Why?. 


Which  vegetable  provides  the  hghest  U.S.  ROA  percentage  of  vitamin  A?  Vitamin  C7 


Sweet  potatoes  cost  almost  twice  as  much  as  green  beans  or  carrots.  Do  you  think  the  additional  nutri- 
tional value  is  worth  the  additional  cost?  Why?  


GREEN  BEANS 

Nutrition  ln(ornr)ation 
(per  serving) 

Serving  Size  16  cup 

Servings  Per  Container .  4 

Calories  16 

Protein   1  gram 

Carbohydrate  3  grams 

Fat  Ogram 

Percentage  of  U.S. 
Recommended  Dally  Allowance 

(U.S.  RDA) 

Protein   0 

VHamlnA   6 

Vitamin  C  10 

Thiamin  (Bi)   2 

Riboflavin  (82)   4 

Niacin   0 

Calcium   2 

Jron   2 


 '^m 

"^eLv«*i'.*M*!*! 

V  .. 

SWEET  POTATOES 

Nutrition  Information 
(per  serving) 

Serving  Size  cup 

Servings  Per  Cental  ner .  4 

Calories  80 

Protein   1  gram 

Carbohydrate  18  grams 

Fat  Ogram 

Percentage  of  U.S. 
Recommended  Daily  Allowance 
(U.S.  RDA) 

Protein  0 

Vitamin  A  80 

Vitamin  C  20 

Thlamln(Bi)   2 

Riboflavin  (Bo)   2 

Niacin   2 

Calcium   9 

Iron   2 


^^^^^ 

CARROTS 

Nutrition  InfomYatlon 
(per  serving) 

Serving  Size   Vi  cup 

Servings  Per  Container  4 

Calories   25 

Protein   1  gram 

Carbohydrate   5  grams 

Fat   0  gram 

Percentage  of  U.S. 
Recommended  Daily  Allowance 
(U.S.  RDA) 

Protein   0 

Vitamin  A  150 

Vitamin  C   6 

Thlamin(Bi)   2 

Riboflavin  (B2)   2 

Niacin   2 

Calcium   2 

Iron   2 


NOTE:  These  values  were  rounded  from  those  in  National  Dahy  Council's  Food  Modols 
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LESSON  PLAN:  28 

COURSE  TITLE:      WURSE  ASSISTANT 


UNIT.      V  :       FOOD  AND  NUTRITION 


SCOPE  OF  unit: 

This  unit  covers  the  basics  of  nutrition  with  background 
Information  on  meal  planning.  shopping  for  food.  meal 
preparation  as  well  as  serving,  feeding  and  monitoring  all 
types  of  clients'  intake  of  food  and  fluids.  The  steps  of 
procedure  cover  feeding  the  helpless  client,  feeding  a  client 
using  a  bulb  syringe  or  patient  feeder  and  measuring  and 
recording  of  fluid  intake  and  output. 

INFORMATION  TOPIC:      V-28  OR  DEMONSTRATION: 

SERVING.  FE^DiaG  AND  MONITORING 
(Lesson  Title)) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.    Discuss     three     considerations     involved     with  preparing 
clients  for  mealtime. 


2.    Explain  how  to  prepare  and  serve  food  trays. 


3.  Recognize  key  points  in  assisting  the  client  to  eat. 

4.  Identify  key  points  in  feeding  a  client. 

5.  List  and  explain  three  considerations  of  after  meal  care. 

6.  Identify  key  points  in  meeting  nutritional  ne«jds  of  clients 
with  special  eating  problems. 

SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:    Adaptive  Equipment 

2.  HO  2:     Food  Tray  for   the  Blind  Client  with  Correct  Table 
Setting 

3.  HO  3:    Nasogastric  Tube 

4.  Trainex  filmstrip:     "Feeding  the  Patient" 

5.  Projector 
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INFORMATIONAL  ASSIGNMENT: 


INTRODUCTION: 

Have  you  ever  thought  about  everything  you  must  do  to  get  ready 
for  a  meal?  Ne  usually  go  to  the  bathroom,  wash  hands, 
straighten  our  clothes,  clear  the  dining  area  of  unpleasant 
sights  and  smells,  and  do  various  other  things  to  make  maaltime 
a  pleasant  time.  Our  clients  would  like  to  have  the  same 
consideration  when  mealtime  approaches.  In  this  lesson,  we 
will  be  talking  about  serving,  feeding,  and  monitoring  the 
client  in  ways  that  will  make  mealtime  a  pleasant  and  happy 
experience  so  that  he  or  she  will  be  more  inclined  to  eat 
properly. 

We  will  not  discuss  intravenous  feedings,  blood  transfusions 
and  transparenteral  nutrition  feedings  that  may  be  on-going  in 
your  facility  or  client's  home. 
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LESSON  PLAN:  28 

COURSE  title:       NURSE  ASSISTANT  ^  

UNIT      V         :       FOOD  AND  NUTRITION  

OUTLINE:     (Key  Points) 

I,        Considerations  Involved  in  Prepating  a  Client  (CD-I) 
foe  Mealtime 

A,  Offer  bedpan  or  urinal,   assist  to  bathroom,  or  remind 
client  to  use  the  toilet  facilities, 

B,  Wash  client's  hands  or  remind  to  wash  hands, 

C,  Make  sure  dentures,    glasses,   hearing  aid  are  cleaned 
and  are  properly  in  place, 

D,  Assist   client    to   dining   room  or   place  of   choice  in 
home,  if  tolerated, 

1,  Assist  to  chair  and  position  at  table, 

2,  Protect  clothing  with  napkin  or  towel--do  not 
refer  to  it  as  a  "bib, " 

3,  Cover  unsightly  medical  appliances,  such  as 
urinary  catheter  bags, 

E,  If    client,    in   a   facility,    is   unable    to   go    to  the 
dining  room,  assist  to  chair,  if  tolerated, 

1,  Position  client  comfortably  with  overbed  table  in 
convenient  position, 

2,  Protect  clothing  with  napkin  or  towel, 

F,  If  client  is  unable  to  get  out  of  bed 

1 ,  Elevate  head  of  bed  and  position  client  in  as 
near  a  sitting  position  as  possible  with  overbed 
table  in  convenient  position, 

2-    Protect  clothing  with  napkin  or  towel, 

G,  Prepare  the  surroundings  of  the  client, 

1,  Put  away  unsightly  equipment, 

2,  Remove  smells  of  recent  BM  by  airing  room.  Odors 
that  remain  indicate  a  cleaning  problem, 
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3.  Place   fresh   glass   o£   water   within   reach   at  all 
times • 

4.  Straighten  linens. 

H.     Provide    privacy     for     clients    who     have  unpleasant 
eating  habits. 

II.  Preparing  and  Serving  Food  Trays 

A.  Check  name  (and  room  number)  to  make  sura  client,  in 
facility,  gets  correct  tray. 

« 

fl.  Check  tray  to  make  sure  everything  is  on  it  according 
to  posted  menu. 

C.  If  client  cannot  eat  when  tray  is  served,  take  it 
away  to  keep  it  warm. 

D.  Serve  trays  promptly  so  food  temperature  is 
maintained. 

E.  Serve  on  tray  at  a  time  to  avoid  contamination  of 
second  tray  in  another  client's  room. 

F.  Carry  tra/  at  waist  level;  not  on  shoulder  next  to 
hair. 

G.  In  facility,  see  that  each  client  who  should  have  a 
tray  receives  one.  If  a  client  does  not  have  a  tray 
upon  completion  of  tray  pass,  notify  charge  nurse. 

H.  See  that  the  general  appearance  of  the  tray  is 
orderly  and  tidy. 

I.  Trays  must  be  served  and  clients  fed  promptly  upon 
delivery  of  tray.  (CD-2,3) 

III.  Assisting  the  Client  to  Eat 

A.  Place  the  tray  on  the  table  with  main  dish  closest  to 
the  client. 

B.  Arrange  everything  so  the  client  can  reach  it. 

C.  In  facility,  remove  food  covers  and  put  them  to  one 
side  or  return  them  to  the^  kitchen. 

NOTE:    Do  not  place  covers  on  floor  or  utility  carts. 

D.  Open  milk  cartons,  cereal  boxes  and  anything  else 
that  may  be  difficult  for  the  client  to  manage  if 
they  require  or  request  help. 
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E.  Help  client  with  cutting  food.  buttering  bread, 
removing  hard-cooked  egg  from  shell,  pouring  liquids, 
etc. 

P.  Provide  a  straw  for  the  client  who  is  unable  to  use  a 
cup. 

G.  Encourage  clients  to  do  as  much  for  themselves  as 
possible. 

H.  Use  adaptive  equipment  as  necessary  for  the  client  to 
be  able  to  eat  on  hib/her  own.  (HO  1) 


1. 

Build  up  utensils 

2. 

Plate  guards 

3. 

Band  to  hold  utensils 

4. 

Drinking  Cup 

5. 

Knifork 

6. 

Swivel  spoon  or  fork 

7. 

Extended  handles 

8. 

Pencil  clip  for  straw 

I.    stay  with  client  until  you  are  certain  he  or  she  can 
manage  independently.  (CD-4) 

J.    Note  and   record  amount  of  food  eaten;   report  change 
of  appetite  to  food  supervisor  and  charge  nurse. 

K.    Note  foods  client   is  not  eating  and  report  findings 
to  food  supervisor  and  charge  nurse. 

L.    Report   the   foods   not  eaten  by  a  diabetic  client  to 
the  ch^fcrge  nurse.  (CD-5) 

Feeding  a  Client 

A.  Place  tray  so  client  can  see  food. 

B.  Protect  client  and  bed  linens  with  towel  or  napkin. 

C.  NA  should  be  in  sitting  position*   if  possible^  while 
feeding  the  client. 

NOTE:  It  is  permissible  to  sit  beside  the  client 
when  feeding  him/her. 

D.  Avoid  client  being  rushed  or  hurried. 
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B.    Describe  the  meal  if  client  is  unable  to  see  it. 

F.    Use  a  straw  for  giving  liquids,  if  necessary. 

6.    Encourage    client   activity--have   him/her   hold  bread, 
grasp  glass,  etc. 

H.  Fill  spoon  half  full  to  avoid  spilling  and  to  give 
manageable  amounts  of  food. 

I.  Serve  food  in  order  of  client's  preference  (provide  a 
substitute  if  a  particular  food  is  not  accepted). 

J.  Offer  liquids  and  solids  alternately  to  provide 
moisture  for  chewing. 

K.  Give  client  sufficient  time  to  chew  and  swallow  food 
thoroughly,  as  well  as  time  to  breathe  between  bites. 

L.  Season  food  as  client  wishes  unless  there  are  special 
diet  restrictions. 

M.    Tell  the  client  what  each  bite  is  as  offered. 

N.    Warn  clients  when  offering  something  hot. 

0.  Keep  conversation  friendly  and  discuss  pleasant 
subjects . 

P.    Wipe  mouth  as  needed  and  when  finished. 

Y.        After-Meal  Care  (CD-6) 

A.  Take  tray  away  when  client  is  finished  eating. 
Report  comments  regarding  food  to  food  service 
supervisor/charge  nurse. 

B.  Do  not  leave  dirty  dishes  in  front  of  client. 

C.  Vake  sure  client's  clothing  is  clean,  change  if 
soiled  by  spilled  food. 

D.  Assist  client  from  dining  room/eating  area  to  his/her 
room. 

1.  Wash  face  and  hands. 

2.  Assist  with  or  remind  of  mouth  care. 

3.  Encourage  participation  in  an  activity. 
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E.  A8ttl8t  client  back  to  bed  from  chair  in  room. 

1.  Mash  face  and  hands. 

2.  Assist  or  give  mouth  care. 

3.  Make  comfortable  and  place  signal  light/hand  bell 
within  reach. 

F.  Lower  backrest  if  client  is  in  bed. 

1.  Wash  fuce  and  hands. 

2.  Assist  or  give  mouth  care. 

3.  Position  comfortable  and  place  signal  light 
within  reach. 

G.  Put  personal  articles  where  client  can  reach  them. 

H.  Note  how  much  and  what  the  client  eats.  Any  changes 
in  eating  habits  can  signal  changes  in  physical 
condition—report  to  charge  nurse. 

I.  Report  to  charge  nurse  how  client  ate. 
J.    Wash  your  hands. 

Clients  with  Speci 4l  Eating  Problems 

A.  Client  with  paralysis  or  weakness  of  muscles  used  for 
eating 

1.  Client  should  be  sitting  in  upright  position  to 
aid  swallowing;  gag  and  cough  reflexes  may  be 
absent,  making  it  easier  for  resident  to  choke. 

2.  Feed  into  side  of  mouth  that  is  not  paralyzed. 

3.  Remind  client  to  think  about  swallowing. 

4.  Give  small  amounts  of  food  and  allow  the  client 
plenty  of  time  to  chew. 

5.  Clean  out  paralyzed  side  of  mouth  frequently  with 
a  swab  or  damp  washcloth. 

B.  Blind  client 

1.  Identify  everything  on  the  tray. 

2.  Identify  placement  of  food  on  tray  by  comparing 
to  positions  of  the  hour  hand  on  a  clock;  i.e., 
milk 
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at  2:00*  meat  at  6:00,  etc.  Placement  should  be 
the  same  at  each  meal.  (HO  2) 

C.  Comatose,  unconscious,  or  unresponsive  client 

1.  Do  not  give  oral  liquids  or  food. 

2.  Client  will  often  receive  nutrition  by  another 
method*  i.e.*  tube  feeding. 

3.  Nasogastric  tube  feeding  for  long-term  nutrition 
performed  by  the  nurse;  note  the  following  (HO-3) 

a.  Keep  head  of  bed  elevated  approx.  30o  to 
prevent  regurgitation  (return  of  solids  or 
fluids  to  the  mouth  from  the  stomach). 

b.  Client  needs  frequent  mouth  care  (q  2  hrs.). 

c.  Keep  nostrils  clean. 

d.  Inform  nurse  if  tape  becomes  loose. 

D.  Client  in  isolation 

1 .  Follow  facility ■ s  isolation  procedure.  If  you 
don't  know.  ask. 

2.  Paper  dishes  are  usually  used. 

3.  If  metal  or  china  utensils  are  to  be  used,  check 
with  charge  nurse  about  how  they  are  to  be 
handled. 

4 .  Special  instruction  in  isolation  techniques  shall 
be  given  to  the  nurse  assistant  by  an  RN  when 
this  becomes  necessary  in  a  LTC  facility  or  at 
home. 

VII.    Summary  and  Conclusion 

A.  Considerations    involved    in    preparing    a    client  for 
mealtime 

B.  Preparing  and  serving  food  trays 

C.  Assisting  the  client  to  eat 

D.  Feeding  a  client 
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E.  After-meal  care 

F.  Clients  with  special  eating  problems 

Mealtime  is  very  important  for  the  client.  For  many,  it  is  the 
highlight  of  his/her  day,  it  is  something  that  he  or  she  looks 
forward  to.  Make  it  an  enjoyable  and  pleasant  experience.  See 
that  the  tray  is  served  in  as  attractive  and  sanitary  a  manner 
as  possible  or  that  the  dining  area  is  cleared.  Keep  in  mind 
all  of  the  things  that  need  to  be  done  for  each  client  before 
and  after  a  meal. 
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LESSON  PLAN:  .^8._ 

COURSE  title:       nurse  ASSISTANT 


UNIT      V  :       FOOD  AND  NUTRITION 


CLASSROOM  DISCUSSION^  ^ 

1.  Can  you  name  at  least  one  thing  that  must  be  done  for  the 
client  before  mealtime? 

2.  How  would   your   appetite    be    if   your    toast   was   vet  from 
spilled  coffee  or  the  gravy  was  running  into  the  applesauce? 

3.  How  would  you  feel  if  the  nurse  assistant  put  the  tray  down 
in  front  of  you  and  walked  off  without  a  smile  or  a  hello? 

4.  What  can  you  do  to  encourage  self-help  in  eating? 

5.  Why  is   it  significant   to   note  vhat  a  diabetic  client  has 
not  eaten? 

6.  What  are  some  of  the  things  you  should  do  after  the  client 
has  finished  eating? 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITIES: 
1.    Show  filmstrip. 

2  •    Have   students   role-play  serving  trays   to   one   another  and 
feeding  each  other. 

3.    Practice  using  special  adaptive  devices  designed  to  help  a 
client  eat. 
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LESSON  PLAN: 


__18. 


COURSE  TITLE:       NURSE  XSSISTANT  

UNIT. „  V  :       FOOD  AND  NUTRITION  

EVALUATION  ITEMS: 

1.    List    three   considerations    in   preparing   the   client   for  a 
meal. 


a. 
b. 

c . 

2.    What    are    three    things    you    will    do    after    a    client  has 
finished  a  meal? 

a . 

b. 
c. 

For  each  of  the  followirig.  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

 3.  The  head  of  the  bed  should  be  elevated  if  the  client 

remains  in  bed  to  eat. 

 4.  Several  trays  may  be  served  at  one  time  to  save  time 

and  energy. 

_  _    5.  The  tray  should  be  placed  so  the  main  dish  is  closest 
to  the  client. 

  6.  The  nurse  assistant  should  sit  while  feeding  a  client 

if  at  all  possible. 

7.  Client  self-help  activity  should  be  encouraged. 

8.  The  fork  or   spoon   should   be   filled  completely  full 
when  giving  the  client  a  mouthful  of  food. 

  9.  All  solids  should  be  given  first,  then  the  liquids. 

  10.  Food   for   clients   on  regular   diets;    foods   should  be 

seasoned  as  the  client  wishes. 

_    _  11.  No  conversation  should  take  place  during  the  meal. 
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12.  The  tray  should  be  taken  away  as  soon  as  the  cl  ent 
finishes  eating. 

13.  When  the  meal  is  finished  personal  articles  should  be 
placed  where  the  client  can  reach  them. 

14.  Foods  not  eaten  should  be  noted  and  reported. 

15.  The  client  should  be  fed  as  fast  as  possible. 

16.  Food  should  be  served  in  order  of  client's  preference. 


17.  A  paralyzed  client  should  be  fed  into  the  paralyzed 
side  of  the  mouth. 

18.  Identify  where  everythjaq  is  on  the  tray  of  a  blind 
client. 

19.  Regular    dishes    are    always    used    for    the    client  in 
isolation. 

Describe  how  you  could  tell  the  blind  client  where 
his/her  food  is  located. 
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LESSON  PLAN:  28 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      V  FOOD  AND  NUTRITION  

ANSWERS  TO  EVALU?.TION  ITEMS: 

1.  The  student  may  list  any  three  of  the  following: 

a.  Offer  bedpan  or  urinal,  assist  to  bathroom,  or  remind 
client  to  go  to  the  bathroom. 

b.  Wash  client's  hands  or  remind  to  wash  hands. 

c.  Make  sure  dentures,  glasses,  hearing  aid  are  cleaned 
and  are  properly  in  place. 

d.  Assist  to  dining  room«  if  tolerated. 

1.  Assist  to  chair  and  position  at  table. 

2.  Protect  clothing  with  napkin  oi  towel — do  not 
refer  to  it  as  a  **bib." 

3 .  Cover  unsightly  medical  appliances.  such  as 
urinary  catheter  bags. 

e.  If  client  is  unable  to  go  to  the  dining  room,  assist 
to  chair,  if  tolerated. 

1.  Positioii  client  comfortably  with  overbed  table  in 
convenient  position. 

2.  Protect  clothing  with  napkin  or  towel. 

f .  If  client  is  unable  to  get  out  of  bed 

1.  Elevate  head  of  bed  and  position  client  in  as 
near  ^  sitting  position  as  possible  with  overbed 
table  in  a  convenient  position. 

2.  Protect  clothing  with  napkin  or  towel. 

g.  Prepare  the  surroundings  of  the  client. 

1.  Put  away  unsightly  equipment. 

2.  Remove  smells  of  recent  BM  by  airing  room.  Odors 
that  remain  indicate  a  cleaning  problem. 

3.  Place  fresh  glass  of  water  within  reach. 

4.  Straighten  linens. 

h.  Notify  charge  nurse  if  client  appears  to  be  in  pain 
or  complains  of  pain. 

i.  Avoid  giving  treatments  immediately  before  and  after 
meals . 

j.  Provide  privacy  for  clients  who  have  unpleasant 
eating  habits. 

2.  The  student  may  list  any  three  of  the  following: 

a.  Take  tray  away  when  client  is  finished  eating. 
Report  comments  regarding  food  to  food  service 
supervisor . 

b.  Do  not  leave  dirty  dishes  in  front  of  client. 

c.  i4ake  sure  client's  clothing  is  clean,  change  if 
soiled  by  spilled  food. 

d.  Assist  client  from  dining  room  to  his/her  room. 

1.  Wash  face  and  hands. 

2.  Assist  with  or  remind  of  mouth  care. 

3.  Encourage  to  participate  in  activity. 
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«.       Assist  client  back  to  bed  from  chair  in  room. 

1.  Nash  face  and  hands. 

2.  Assist  or  give  mouth  care. 

3.  Make  comfortable   and   place   signal    light  withii. 
reach. 

f.  Lower  backrest  if  client  is  in  bed. 

1.  Wash  face  and  hands. 

2.  Assist  or  give  mouth  care. 

3.  Position    comfortably    and    place     signal  light 
within  reach. 

g.  Put  personal  articles  where  client  can  reach  them. 

h.  Note  how  much  and  what  the  client  eats.  Any  changes 
in  eating  habits  can  signal  changes  in  physical 
condition — report  to  charge  nurse. 

i.  Report  to  charge  nurse  how  client  ate. 
j.       Wash  your  hands. 

3.  T 

4.  F 

5.  T 

6.  T 

7.  T 

8.  F 

9.  F 

10.  T 

11.  F 

12.  T 
le.  T 

14.  T 

15.  F 

16.  T 

17.  F 

18.  T 

19.  F 

20.  When  feeding  the  blind  climt  you  should  first  identify 
every  item  on  the  tray.  Inform  the  client  of  che  placement 
of  food  on  the  tray  by  comparing  each  item  to  a  position  of 
the  hour  hand  on  a  clock.  Placement  should  be  the  same  at 
each  meal. 
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ADAPTIVE  EQUIPMENT 


HO  1 


BUILT-UP  HANDLES 


CUTTER  FORK  (Knifork) 


Wooden  Handle 


Foam  Curler 


RIM  ON  PLATE 


One-third  section  of  disposable 
pie  tin.       %  ^ 

hi  It  'Tjrr^ 

Attach  to  plate  by  paper  clamps. 

Spilling  food  is 
prevented.  The 
rim  provides 
a  surface  to 
assist  in 
filling  the 
fork  or  spoon. 


DRINKING  CUP 
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ELASTIC  HOLDER 


Measure  3/4  inch  elastic  to 
fit  snugly  around  the 
hand.  Stiich  a  3  inch 
section  of  soA  leather  to  the 
elastic  -  making  a  snug  pocket. 
Leave  one  end  open.  Insert 
fork  or  spoon  in 
open  end. 


PENCIL-CLIP  TO 

FASTEN  STRAW  TO  GLASS 
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FOOD  TRAY   FOR  THE  BLIND  CLIENT 


KO  2 


NASOGASTRIC  TUBE 


HO  3 


LESSON  PLAN:   29. 


COURSE  TITLE:       NORSE  ASSISTANT  

UN  IT      V  :       FOOD  AND  NUTRITION  

SCOPE  OF  unit: 

This  unit  covers  the  basics  of  nutrition  with  background 
information  on  meal  planning.  shopping  for  food,  meal 
preparation  as  well  as  serving,  feeding  and  monitoring  all 
types  of  clients'  intake  of  food  and  fluids.  The  steps  of 
procedure  cov^r  feeding  the  helpless  client,  feeding  a  client 
using  a  bulb  syringe  or  patient  feeder  and  measuring  and 
recording  of  fluid  intake  and  output. 

INFORMATION  TOPIC:  OR  DEMONSTRATION:  V-29 

FEEDING  THE  HELPLESS  CLIENT 
(Lesson  Title)) 


LESSON  OBJECTIVE  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.    Demonstrate    the   procedure    for    feeding   a    helploss  client 
according  to  the  steps  of  procedure. 


SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  Food  tray 

2.  Napkin  or  towel 

3.  Overbed  table 

4.  Chair 
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TEACI2R  RESOURCES: 


INTRODUCTION: 

You  ha, J  been  studying  basic  nutrition,  meal  planning,  shopping 
for  food  and  meal  preparation  and  how  to  serve,  feed,  and 
monitor  a  client.  With  that  background  information  you  are  now 
ready  to  learn  the  actual  procedure  for  feeding  a  client.  For 
clients,  the  food  and  mealtime  is  the  highlight  of  their  day. 
They  wish  to  be  fed  in  an  acceptable  manner  as  if  they  could  do 
so  themselves.    Let's  find  out  howl 
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LESSON  PLAN:  29 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT_  _  V  :       FOOD  AND  NUTRITION  

STEPS  OP  PROCEDURE: 

1.  Wash  your  hands.  (CD-I) 

2.  Provide  before-meal  care:  offer  client  bedpan  or  urinal; 
wash  client's  hands  and  face;  position  client  In  sitting 
position. 

3.  Wash  yo^r  hands. 

4.  Check  food  tray  before  servi  g  to  make  sure  It  Is  the 
correct  one. 

5.  Place  food  tray  in  front  of  client  on  table  or  overbed 
table. 

6.  Explain  that  you  will  help  client  eat. 

7.  spread  napkin  or  towel  to  protect  clothes  and  linen. 

8.  sit  down  In  chair  facing  client. 

9.  Prepare  food:  cut  up  meat,  butter  bread*  pour  tea  or 
coffee,  etc. 

10.  Season  food  as  client  wishes  within  diet  guidelines. 

11.  Ask  client  In  what  order  he/she  wants  his/her  (CD-2) 
food  served;  name  each  mouthful  of  food  as  you 

offer  It. 

12.  Let  client  help  self  If  possible. 

13.  Use  straws  or  a  double  handled  cup  for  liquids. 

14.  Give  small  bites  and  feed  slowly  allowing  time  for  chewing* 
swallowing  and  breathing. 

15.  Alternate  liquids  and  solids.  {CD-3) 

16.  Wipe  cllent*s  mouth  as  needed. 

17.  Warn  client  when  giving  something  hot. 

18.  Take  tray  away  as  soon  as  client  Is  finished. 

19.  Note  foods  and  amounts  eaten. 
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20.  Provide  after-meal  care:  wash  client's  hands  and  face; 
remove  napkin;  make  client  comfortable;  place  call  light  or 
hand  bell  withia  reach. 

21.  Wash  your  hands. 

22.  Record  observations. 

NOTE:    Report  anything  unusual  to  charge  nurse. 
SUMMARY  AND  CONCLUSION: 

1.  Classroom  Discussion 

2.  Review  steps  of  procedure. 

When  you  have  completed  study  of  the  steps  of  procedure,  you 
will  practice  on  each  other  in  the  classroom-laboratory  or  on  a 
client  in  th  facility  under  the  supervision  of  a  licensed  nurse. 
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LESSON  PLAN:  _29. 


COURSE  TITLE:      NURSE  ASSISTANT  

UNIT.      V         :       FOOD  AND  NUTRITION  

CLASSROOM  DISCUSSION: 

1.  Why  should  the   nurse   assistant  wash  his/her  hands  before 
serving  the  tray? 

2.  Why  should  the  client  be  encouraged  to  do  what  he/she  can 
during  a  meal? 

3.  What  is  the  purpose  of  alternating  liquids  and  solids? 


CLASSROOM.  LABOKAfORY.  OR  OTHER  ACTIVITIES: 

1.  Have  students  practice  feeding  one  another.  Try  using  baby 
food  at  room  temperature— it  will  stress  the  need  for 
serving  food  promptly  and  demonstrate  to  students  what  it's 
like  to  eat  food  with  no  salt  or  sugar.  Have  some  students 
slouch  down  in  their  chairs  and  try  to  eat.  Have  some 
students  eat  with  eyes  closed  or  while  blindfolded  and  be 
fed  with  little  explanation  of  what  they  are  being  fed. 
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LESSON  PLAN:  29 

COURSB  TITLE:      BUESE  ASSISTMT  

UMIT_jr  :      FOOD  AND  NUTRITION  

EVALUATION  ITEMS:  NAME  OF  STUDENT:  

FEEDING  THE  HELPLESS  CLIENT 

EQUIPMENT 

1.  Food  tray 

2.  Napkins  or  towel 

3.  Overbed  table 

4.  Chair 


\     niD  THR  STUDENT                                                                                                  _  LYKS   1      NO  f 

!  I. 

Wttth  hands.                                                                  <         <  < 

!  2. 

Frovidtt  before-mnal  ctre.                                                  <         <  ' 

!  3. 

W«th  hands.                                                                      t         <  < 

!  4. 

Chack  food  trty  before  serving  to  mako  suro  it  it          !         1  ! 
the  correct  one                                                               i         i  i 

!  5. 

Place  food  tray  in  front  of  client  on  ttble;                   !         t  ! 
overbed  table.                                                                 '         *  ' 

!  6. 

Explein  thet  he/she  will  help  client  est.                       t         )  ! 

!  7. 

!          !  ! 

Spreed  nepkin  or  towel.                                                   1         <  | 

1  8. 

Sit  down  in  eheir  facing  client.                                    !         t  ! 

!  9. 

Prepere  food.                                                                 '         '  ^ 

1  10. 

Seeeon  food  ae  client  wishes  within  diet                        t         1  ! 
guidelines.                                                                    '         '  ^ 

1  11. 

Ask  client  in  what  order  he/she  wsnts                            t         <  t 
his/her  food  served,  name  each  mouthful  of                      !         1  ! 
food  ea  it  is  offered.                                                     *         '  ^ 

1  12. 

Lat  client  help  self  if  possible.                                   1         t  t 

t  13. 

Use  strsws  or  s  double  handled  cup  for  liquids.              !         !  ! 

1  14. 

Give  small  Mtes  snd  feed  slowly  sUowing  time  for         !         !  ! 
chewing,  swsl lowing  snd  bri»ithing.                                   t         I  • 
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\     DID  THl  STUDIMT 

!  YES  ! 

■0  ! 

15. 

Altttrnftbtt  liquidi  and  folidi. 

U. 

Uip9  cll«nt*«  Boubh  nMdttd. 

— \  1 

 j- 

17. 

Warn  cll«nt  «rh«n  giving  iMMthins  hob. 

—  \  — \ 

\ 

18. 

Tftk«  tt*«y  9M%y  M  toon       rfftld«nt  it  flnlttwd. 

\  \ 

 \ 

19. 

Hots  foods  tnd  mounts  oston 

—  [ 

\ 

20. 

Provldo  aftor-sMsl  csro. 

— 1 — r 

 \ 

21. 

Wash  hands. 

22. 

Kocord  obsorvstlons  snd  roport  anything  unusual 
to  charga  nursa. 

Tha  studant  has  satisfac'.orily  conplatad  tha  proeadura  "FEEDING  THE 
HELPLESS  CLIBNT**  accordlAS  to  tha  staps  outUnad. 


Instructor's  Signatura 
(Varifyins  Satisfactory  Complation) 


Data 
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LESSON  PLAN:         _  .3 0^ 


COURSE  TITLE:       NURSE  ASSISTANT    

UNIT  V  :       FOOD  AND  NUTRITION  ,  

SCOPE  OP  UNIT: 

This  unit  covers  the  basics  of  nutrition  with  background 
infornation  on  meal  planning*  shopping  for  food*  meal 
preparation  as  well  as  serving,  feuding  and  monitoring  all 
types  of  clients*  intake  of  food  and  fluids.  The  steps  of 
procedure  cover  feeding  the  helpless  client,  feeding  a  client 
using  a  bulb  syringe  or  patient  lieeder  and  measuring  and 
recording  of  fluid  intake  and  output. 

INFORMATION  TOPIC:  OR  DEMONSTRATION:  V-30 

FEEDING  BY  MOUTH  WITH  A  SYRINGE  OR  FEEDER 
(Lesson  Title)) 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.    Demonstrate    the    procedure    for    feeding    a    client   using  a 
syringe  according  to  the  steps  of  procedure. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:  Syringes/feeder 

2.  40-50  cc  bulb  syringe  or  feeder  (120  c.c.) 

3.  Liquid  feeding  material 

4.  Overbed  table/table 

5.  Napkin  or  towel 
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TEACHER  RESOURCES: 


INTROrJCTION: 

There  are  tines  when  a  client  may  be  able  to  swallow  but  not 
chew.  Instead  of  startLig  IV  therapy  or  using  a  napcgastric 
tube,  we  may  be  able  to  maintain  adequate  nutrition  by  feeding 
the  client  sami-liguid  and  liquid  foods  with  a  bulb  or 
plunger-type  syringe  or  feeder. 
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LESSON  PLAN:  30 

COURSB  TITLE:       NURSE  ASSISTANT  

UNIT  \L  :      FOOD  AND  NUTRITION  

STEPS  OF  PROCEDURE: 

1.  If  feeding  is  premixed  and  kept  in  the  refrigerator, 
remove  it  at  least  30  minutes  before  serving  or  warm  it 
slightly.  CD-I 

2.  Hash  your  hands. 

3.  Provide  before-meal  care:  offer  client  bedpan  or  urinal; 
wash  client's  hands  and  face;  position  client  in  sitting 
position. 

4.  Wash  your  hands. 

5.  Obtain  food  tray  and  assemble  necessary  equipment. 

6.  Inform  client  what  you  will  be  doing. 

7.  Protc  "^t  client's  clothing  with  a  towel  or  napkin. 

8.  Fill  bulb  syringe  by  depressing  bulb  end:  fill  feeder  by 
pulling  back  on  plunger. 

9.  Insert  syringe  tip  into  side  of  mouth. 

NOTE:      If  client  is  paralyzed,  place  on  non-  CD-2 
affected  side. 

10.  Slowly  squeeze  bulb  or  depress  plunger,  giving  CD*3 
no  more  than  15  cc  at  a  time. 

11.  Feed  slowly.    Allow  time  for  client  to  swallow. 

12.  Wipe  client's  mouth  frequently. 

13.  Clean  up  supplies  and  remove  syringe/feeder  and  food 
containers  to  dietary  department  for  sanitization. 

14.  Note  how  much  client  has  eaten. 

15.  Provide  after-meal  care:  wash  client's  face  and  hands; 
remove  napkin;  make  client  comfortable;  place  call  light 
within  reach. 

16.  Nash  your  hands. 
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17.      Record  observations. 

NOTE:      Report  anything  inusual  to  charge  nurse. 


SUMMARY  AND  CONGOUS ION: 

1,  Clasoroon  discussion. 

2.  Review  steps  of  procedure. 

After  you  have  studied  the  steps  of  procedure,  you  will 
practice  on  each  other  in  the  classroom/ laboratory  or  on  a 
client  in  the  facility  under  the  supervision  of  a  licensed 
nurse   according  to  your  facility's  or  agency's  policy. 
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LESSON  PLMI:  30 

COURSE  TITLE:      WURSB  ASSISTANT  

UNIT...   :      FOOD  AND  NUTRITION  

CLASSROOM  DISCUSSION: 

1.  Why  Should  the  food  be  at  room  temperature? 

2.  Why  would  you  place  the  syringe  in  t:.8  nonparalyzed  side 
of  the  paralyzed  client's  mouth? 

3.  What  might  happen  if  you  gave  more  than  15  cc  at  one  time? 


CLASSROOM,   LABORATORY,  OR  OTHER  ACTIVITIES: 

1.  Show  students  how  much  15  cc  is  using  a  medicine  cup. 
Have  students  drink  15  cc  of  fluid  and  30  cc  and  discuss 
the  difference  in  amounts  to  be  swallowed. 

2.  Practice  feeding  each  other  with  a  bulb  syringe/feeder. 
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LESSOM  PLAN: 


30 


COUBSB  TITLB:      MURSB  ASSISTAliT 


UIIIT  3L  •      FOOD  AyP  MUTRTTIOM   

BVALUATION  ITEMS:  MAMB  OF  STUOSNT:, 


FBBDIHG  BY  MOUTH  WITH  A  SYRINGB/FBBOBB 


BQUIPMBBT 


1.  40-50  cc  bulb  syringe  or  plunger-tjrpe  feeder 

2.  Liquid  feeding  material 

3.  Overbed  table/table 

4.  Napkin  or  toml 


D  Tlir  STUDKNT 

!  YES  1     NO  1 

1. 

If  fMdint  xt  prMiixtd  and  leapt  in  tha  rafrlftarator 
raMOVa  it  at  laaot  30  aiituitat  bafora  tarvlnt  or 
Mara  it  tlishtly. 

1           1  1 

a. 

Wash  hands. 

1           1  1 

3. 

Provida  bafora-Mal  cara. 

t          !  1 

4. 

Wash  hands. 

5. 

Obtain  food  tray  and  attanbla  nacattary  aquipMnt. 

ft. 

Infora  cliant  itet  ha/aha  ifill  ba  doing. 

7. 

Protaet  cliant* ■  clothing  ifith  a  towal  or  napkin. 

8. 

rill  bulb  syringa  by  dapraasing  bulb  and;  fill 
plungar-typa  fardar  )y  pulling  back  on  plungar. 

9. 

Insart  syringa  tip  into  sida  of  Muth. 

10. 

Slowly  squaasa  bulb  or  daprass  plungar-typa 
faadar  no  nora  than  15  ce  at  a  tiM. 

1          1  1 

11. 

raad  slowly.    Allow  tisa  for  cliar.t  to  swallow. 

12. 

Wipa  cUant*s  Muth  fraquantly. 

13. 

Claan  up  supplias  and  ra«ova  syringa  and  food 
containars  to  diatary  dapartaant  for  sanitisation. 

14. 

Mota  how  MCh  clU-**:  has  aatan. 

1          1  1 

1     DID  THt  ITVDIIIT 

1  YKS  1 

NO  ! 

1  15. 

rrovidtt  aftttr-iMal  ear*. 

1  U. 

Wash  hands. 

1  17. 

Meord  obs«rvatlons  sni*  report  •varythlng  unu«»d 
to  chart*  nursa. 

Th«  atudant  haa  istiafaetorllx  eoatplatad  tha  proeadura  "FBSDINO  BY. 
MOUTH  UZTH  A  SYRINGE  OR  mOBR'*  •eeordint  to  tha  atapa  outlinad. 


Inatruetor*a  Signatura 
(Verifying  Sotiafoetory  Complation) 


Data 
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TYPES  OF  SYRINGES 


LESSON  PLAN:        . .  31.  _ 

COURSE  title:       nurse  ASSISTANT     

UNIT      y  :       FOOD  AND  NUTRITION  ...  _  .  _..  

SCOPE  OF  UNIT: 

This  unit  covers  the  basics  of  nutrition  with  background 
information  on  meal  planning,  shopping  for  food,  meal 
preparation  as  well  as  serving,  feeding  and  monitoring  all 
types  of  clients'  intake  of  food  and  flu*ds.  The  steps  of 
procedure  cover  feeding  the  helpless  client,  feeding  a  client 
using  a  bulb  syringe  or  patient  feeder  and  neasuting  and 
recording  of  fluid  intake  and  output. 

INFORMATION  TOPIC:     V-31  OR  DEMONSTRATION: 

OBSERVE.  MEASURE.   AND  RECORD  FLUID  INTAKE  AND  OUTPUT 

(Lesson  Title) ) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Define  terms  presented  in  this  lesson. 

2.  List  three  routes  to  administer  .!luids. 

3.  Identify  key  points  in  measuring  intake  and  output. 

4.  List  four  fluids  which  must  be  measured 

5.  Transfer     household     measurement     equivalents     to  cubic 
centimetors. 

6.  Define  what  is  meant  by  the  term  "force  fluids." 

7.  Identify  four  methods  of  forcing  fluids. 
SUPPLEMENTARY  TEACHING/ LEARNING  ITEMS: 

1.  HO  1:  Graduate  Measures 

2.  HO  2:  Measuring  and  Recording  Fluid  Intake  and  Output 

3.  HO  3:  Fluid  Intake  and  Output  Record 

4.  HO  4:  Distributing  Drinking  Water 

5.  Gr<*duate  measure 

6.  Intakp-output  sheet 


TEACHER  RESOURCES: 


INTR0DUC710N: 

Since  our  bodies  are  60%  water,  this  liquid  is  absolutely 
essential  to  life.  As  a  nurse  assistant,  one  of  youc 
responsibilities  will  be  to  make  sure  your  clients  have  enough 
fluids.  In  order  to  help  you  meet  the  needs  of  your  clients, 
we  will  be  discussing  what  to  observe,  how  to  measure  and  how 
to  record   the   intake   and   output  of  fluids   for   your  clients. 
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LESSON  PLAN:         .  .11  _ 

COURSE  title:       NURSE  ASSISTANT 


UNIT  „Y  :       FOOD  AND  NUTRITION  

OUTLINE:     (Key  Points) 

I.  Terms  and  Definitions 

A.  Diaphoresis  -  excessive  sweating 

B.  Graduate  -  a  container  marked  with  lines  for 
measuring  liquids  (HO  1) 

II.  Routes  to  Administer  Fluids 

A.  Oral 

B.  Intravenous  (IV)  -  into  the  vein 

C.  Nasogastric  tube  or  gastrostomy  tube  -  into  CD-I) 
the  stomach 

III.  Measurement  of  Intake  and  Output 

A.  Average  oral  intake  for  an  adult  is  2,000  to  3«000  cc 
of  fluid  per  day,  which  is  approximately  2  co  3 
quarts.     Output  should  be  about  the  same. 

B-  Physician  may  restrict  or  encourage  fluid  intake;  it 
is  the  charge  nurse's  responsibility  to  know  which 
has  been  ordered  and  to  pass  this  information  on  to 
the  NA. 

C.  When  intake  and  output  (ISO)  is  ordered,  accuracy  is 
very  important  and  the  client  and  his/her  family 
should  be  informed  of  the  procedure.        (HO  2,  HO  3) 

D.  Paper  and  a  pencil  are  usually  kept  at  the  client's 
bedside  for  each  eight  hour  shift  to  record  If;o. 

E.  Checking  and  recording  liquid  intake  at  mealtime  and 
between  meals  is  ^  nursing  responsibility. 

F.  Intake  and  output  are  totaled  and  recorded  at  the  end 
of  each  shift  and  at  the  end  of  the  24  hour  period. 

G.  At  mealtime,  check  client's  tray  before  serving  and 
after  client  has  eaten  to  determine  intake  of 
liquids,  remember  that  foods  which  turn  liquid  if 
allowed  to  stand  at  room  temperature  are  also  counted. 


Q  All 
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N. 


N. 


"'^    n^itll  'Ti.rt^^^"  "o^y  aisch.t9.8  such  as 

JJeTt  'aiw.v.        '  cath.t.r  bags 

e?riev.°l""'  "  '  graauat..   reaa  it  at 

IV.      Flulas  vmlch  Must  be  Me.sutea  for  Ocal  Intake 

A.  water,  cofte..  tea,  broth.  Ice  chips,  gelatin 

B.  Juices,  carbonatea  beverages  (soaa) 

C.  let,  crean.  milk  shaTes.  sherbet,  milk,  cream 

A.  1  ml  ■  1  cc 

B.  1  tsp  ■  5  cc 

C.  1  02  ■  30  cc 

D.  1  cup  (8  02)  -  ?  cc 

1.  If  1  02  -  30  cc  then  8  02  would  -  240  cc 

2.  Can  be  applied  to  any  amount  (CD-4) 
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VI.  Force  Fluids 

A.    Neane  taking  in  mere  than  the  usual  number  of  drinks 
B<    Elderly  may  take  Zess  because: 

1.  Fluid  not  being  readily  available  or  placed 
within  reach 

2.  Afraid  of  dribbling  urine 

3.  Afraid  of  having  to  get  up  and  go  to  urinate  at 
night 

4.  Difficulty  holding  a  glass,  pouring  liquid  from 
pitcher,  etc. 

C.    How  to  force  fluids: 

1.  Place  fluids  within  reach. 

2.  Offer  small  amounts  frequently. 

3.  Offer  a  variety  of  fluids. 

4.  Encourage  foods  with  high  fluid  content  (pudding* 
watermelon) . 

5.  Offer  favorite  beverages. 

6.  Offer  fluids  at  frequent  intervals  when  client  is 
unable  to  obtain  fluids  by  himself /herself . 

7.  If  goal  has  been  set,  assist  client  to  reach  it 
during  time  set. 

8.  Explain  that  dribbling  sometimes  results  f'om 
concentrated  urine,  infection,  or  irritation. 
Therefore,  more  fluids  are  needed. 

9.  Check  client  during  night  and  assist  to  bathroom 
as  needed;  provide  a  night  light. 

VII.  Summary  and  Conclusion 

A.    Terms  and  definitions 

b.    Routes  to  administer  fluids 


4o0 

479 


C.  Measurement  of  intake  and  output 

D.  Fluids  which  must  be  measured  for  oral  intake 

E.  Measurement   equivalents   from  household   to  cubic 
centimeters 

F.  Force  fluids 

This  lesson  has  shown  you  the  importance  of  fluids 
and  has  prepared  you  to  identify  those  fluids  that 
must  be  recorded  as  intake  and  output.  You  should 
now  be  ready  to  accurately  identify  and  measure 
fluids. 
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LESSON  PLAN:  „31.... 

COURSE  TITLE:      NURSE  ASSISTANT  \  

UNIT  V  :       FOOD  AND  NUTRITION  

CLASSROOM  DISCUSSION: 

1.  What  Is  the  nurse  assistant* 8  responsibility  with  regard  to 
tube  feedings? 

2.  What  do  you  think  are  some  signs  of  dehydration? 

3.  Do  you  remember  the  signs  of  edema? 

4.  If  a  client  drank  a  glass  of  juice  which  contained  3 
ounces,  how  many  cc's  would  you  record  as  input  on  the  I&O 
sheet? 

What  if  the  client  took  in  6  ounces  of  fluid,  how  many  cc*s 
would  that  be? 


CLASSROOM,   LABORATORY,  OR  OTHER  ACTIVITIES: 

1.  Demonstrate  how  to  read  a  graduate:  have  all  students  read 
various  amounts  of  fluid. 

2.  Have  students  fill  out  an  I&O  sheet  using  HO  2  and  HO  3. 

3.  Using  a  variety  of  containers  that  hold  liquid,  have 
students  estimate  c.c,  if  full.  Place  water  to  various 
levels  in  each  container.  Have  student:  estimate  how  much 
fluid  in  each,  how  much  a  client  had  taken  in  if  utensil 
had  been  full,  and  prove  answer  by  measuring  liquid  left  in 
containers. 

4.  Unknown  to  students,  place  a  measured  amount  of  water  on  a 
cloth.  Have  students  estimate  how  much  fluid  was  absorbed 
by  cloth. 
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LESSON  PLAN:   

COURSE  title:       NURSE  ASSISTANT  

UNIT      V        ;      FOOD  AND  NUTRITIQjl  

EVALUATION  ITEM?: 

1.  Define  the  term  diaphoresis. 

2.  Define  the  term  graduate. 

3.  List  three  routes  to  administer  fluids, 
a. 

b. 
c . 

4.  List  four  fluids  which  must  be  measured  for  oral  intake, 
a. 

b. 
c. 
d. 

5.  What  does  force  fluids  mean? 

6.  List  four  methods  of  forcing  fluids, 
a. 

b. 
c. 
d. 

For  e^  ch  of  the  folloving«f  write  **T'*  if  the  statement  is  true, 
or  "F"  if  it  if  false. 

 7.    The  average  adult  should  take  in  about  5,000  cc's  of 

fluid  per  day. 

 8 .    Restricted     fluids     will     never     be     ordered     by  a 

physician. 
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  Dehydration  is  excess  amounts  of  fluid  in  the  tissue. 

 12.        is  not  important  to  record  output  if  a  client  is 

incontinent  since  you  cannot  actually  measure  it. 

Fill  in  the  blanks. 

13.  1  ml  «    cc 

14.  1  tsp  «  cc 

15.  oz  a  30  cc 

16.  4  oz  a  cc 
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LESSON  PLAN:  ..Jl_ 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT  V.  :       FOOD  AND  NUTRITION  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  Diaphoresis  means  excessive  sweating. 

2.  A  graduate  is  a  container  marked  with  lines  for  measuring 
liquids . 

3. 


4. 


a . 

Oral 

b. 

Intravenous 

c. 

nasogastric 

The 

student  may 

a  • 

Water 

b. 

Coffee 

c. 

Tea 

d. 

Broth 

e. 

Ice  Chips 

f . 

Gelatin 

Juices 

h. 

Carbonated 

Ice  Cream 

j- 

Milk  shakes 

k. 

Sherbert 

!• 

Milk 

m. 

Craam 

5.  Force  fluid  means  taking  in  more  than  the  usual  number  of 
drinks . 

6.  The  student  may  list  any  four  of  the  following: 

a.  Place  fluids  witAin  reach. 

b.  Offer  small  amounts  frequently. 

c.  Offer  a  variety  of  fluids. 

d.  Encourage  foods  with  high  fluid  contenc  (pudding, 
watermelon) . 

e     Offer  favorite  beverages 

f.  Offer  f?uids  at  frequent  intervals  when  resident  is 
unable  to  obtain  fluids  by  himself /herself . 

g.  If  goal  has  beon  set.  assist  resident  to  reach  it 
during  time  set. 

h.  Explain  that  dribbling  sometimes  results  from 
concentrated  urine.  infection.  or  irritation. 
Therefore,  more  fluids  are  needed. 

i .  Check  residents  during  night  and  assist  to  bathroom 
as  needed*  provide  a  night  light. 
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8. 

P 

9. 

T 

10. 

T 

11. 

P 

12. 

P 

13. 

1 

14. 

5 

15. 

] 

16. 

120 
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GRADUATE  MEASURES 


HO  1 
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MEASURING  AND  RECORDING  FLUID   INTAKE       OUTPUT     110  2 


Directions:  Use  the  intake  and  output  chart  on  the  following  page.  Put  the  following  iniormation  in  the  proper 
column  and  total  the  figures.  Compute  the  intake  and  output. 


A.   Date -May  11 


6.   Name  -  John  Middleman^  Jr. 


C.   South  Wing:  Room  255 


D.   Method  of  Administration: 
Oral 


7:30  a.m.  Urine 


SOOcc. 


8:00  a.m. 

Grape  juice 

90cc. 

Milk 

Coffee 

90cc. 

9:30  a.m. 

Water 

180cc. 

12:00  Noon  Tea 

120cc. 

Soup 

180CC. 

1:00  p.m. 

Water 

90cc. 

1:15  p.m. 

Urine 

300cc. 

2:00  p.m. 

Apple  juice 

120cc. 

2:15  p.m. 

Vomitus 

120cc. 

3:20  p.m. 

Tea 

120cc. 

5:00  p.m. 

Orange  juice 

60cc. 

5:30  p.m. 

Urine 

400cc. 

6:30  p.m. 

Water 

ISOcc. 

8:45  p.m. 

Gingerale 

150cc. 

9:00  p.m. 

Urine 

300CC. 

iO:00  p.m. 

Water 

90cr 

10:15  p.m. 

Urine 

200cc. 

45 
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FLUID  INTAKE  §  OUTPUT  RECORD 


HO  3 


VALLEY  VIEW  MANOR 

FLUID  INTAKE  and  OUTPUT  RECORD 

Name 

INTAKE 

OUTPUT 

D«t« 

Tims 

Method 
Admin. 

Solution 

Amount 
Rec'd 

Time 

Uzine 
Amount 

Others 

Kind  1 
 M 

Amt. 

TOTAL 

TOTAL 

1  Ounce  -  30  cc  8  oz.  Glass  «  240  cc  4  oz.  Juice  Glass  ■»  1 20  cc  *4  oz.  Soup  Bowl » 1 20  cc 
6  oz  C^p  -180  cc      13110-4  oz.«-  12C  cc 
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^Measure  servings  in  each  facility  to  establish  accurate  measure. 
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DISTRIBUTING  DRINKING  WATER 


HO  4 


DISTRIBUTING  DRINKING  WATER 

Introduction 

A.  Purpose  is  to  assure  that  fresh  water  is  at  the 
bedside  of  client  at  all  times;  thus  it  is  passed  at 
regular  intervals  during  the  day. 


II. 


B. 

Drinking 

Bent  to 

sanitized 

Equipment 

A. 

Ice  Scoop 

B. 

Pitchers 

C. 

Trays 

D. 

Cart 

E. 

Glasses 

III.  Procedure 

A.  Wash  your  hands. 

B.  Check  which  clients  may  not  have  water. 

C.  Check    which    clients    do    not    care    for    or    are  not 
allowed  ice. 

D.  Collect  pitchers*   glasaos.   and  trays  from  bedside  of 
clients  and  place  on  cart  oc  tray. 

E.  Take  cart  or  tray  of  equipment  to  dietary  department. 

F.  Obtain  clean  pitchers  and  glasses. 

G.  Fill  soma  of  the  pitchers  1/3  full  with  ice;  use  ice 
tongs  or  a  large  scoop  to  handle  ice. 

H.  Add  water  to  fill  pitchers 

I.  Return  pitchers  promptly  to  client's  bedside  table. 
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LESSON  PLAN:  32 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VI       :       PERSONAL  CARE  

SCOPE  OF  UNIT: 

This  unit  covers"  all  aspects  of  personal  care  that  affect  a 
client's  personal  hygiene  and  general  comfort.  It  includes  the 
following  procedures:  bathing.  bednaking.  oral  hygiene, 
shaving,  skin  care,  peri  care,  hair  care,  nail  care,  dressing, 
and  undressing. 

INFORMATION  TOPIC:  VI-32  OR  DEMONSTRATION: 

PERSONAL  CARE  FOR  THE  CLIENT 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Define  terms  presented  in  this  lesson. 

2.  Identify  activities  that  make  up  personal  care. 

3.  Recognize  key  points  involved  in  providing  personal  care. 

4.  Identify  adaptive  measures  that  may  be  necessary  to  take 
when  giving  personal  care  to  clients  with  special 
conditions. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  Trainex  filmstrip  #397:    "Personal  Care" 

2.  Projector 
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TEACHER  RESOURCES: 


INTRODUCTION: 


Personal  care  is  very  important  to  everyone.  Think  of  all  we 
do  to  improve  cur  looks.  The  client  requires  the  same  care: 
and  you,  as  a  nurse  assistant,  must  either  see  that  the  client 
does  these  things,  assist  with  them,  or  complete  them  for  the 
client.  In  order  to  maintain  the  dignity  of  the  individual, 
the  client  must  be  helped  to  look  as  good  as  possible.  This 
lesson  will  introduce  what  procedures  make  up  personal  care,  as 
well  as  some  basic  principles  to  follow. 
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LESSON  PLAN:  32 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VI       :       PERSONAL  CARE  

OUTLINE:     (Key  Points) 
I*  Terms  and  Definitions 

A.  Aspiration   -    to   draw  a   foreign   substance   into  lungs 
when  breathing  in 

B.  Gangrene  -  death  of  tissue  usually  due  to  deficient  or 
absent  blood  supply 

II.  Activities  of  Personal  Care  (CD-I) 

A.  Bathing 

1.  Bed  bath 

2.  Tub  bath 

3.  Shower 

B.  Bedmaking 

1.  Unoccupied 

2.  Occupied 

C.  Oral  hygiene  -  mouth  care 

D.  Shaving 

E.  Skin  carp 

F.  Hair  care 

G.  Nail  care 

H.  Dressing  and  undressing 

III.  Points  to  Remember  When  Performing  Personal  Care  Activities 

A.  Wash  your  hands  before  and  after  a  procedure. 

B.  Assemble     all     equipment     needed     before     starting  a 
procedure. 

C.  Use  only  the  client's  own  personal  care  items. 
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D.  Greet  the  client  by  n«.  ,„a  identity  your.elt. 

E.  Oiv.  thorou,h  explanetlon.  of  what  you  „e  ,oi„,  to  do. 

(CD-2) 

P.  Respect  privacy  of  client. 

(CD-3) 

^y  ^  rt'reU'«r;,^^Ai:JK 

2.  Close  doors. 

3.  Pull  curtains. 

4.  Cover  with  bath  blanket. 

iDiL'u  SM:"to-° I'nrt'iritv'f " 

•een.  .  io„  l\  l^ndepireVc'e'^f oJ^^'c'lY^.t':"""'*' 

H.  Use  good  body  mechanics. 

1.  Bend  at  the  knees. 

2.  Use  arm  and  leg  muscles. 

I.  Remember  safety  factors. 

lllllT.  "«  "  1»  "b  or 

".'{Sg^t^e-VAV'   """"  «  wrist' tr?": 

to""ue„t''"-  "in, 
J.  Provide  warmth. 

1.  Bath    blanket    prevents    chilling    before   and  after 

2.  Children  and  elderly  are  more  prone  to  chilling, 
avoid 'd°r/ft^."'  ^°"«"ve  heat  and 

K.  Make  observations  using  the  four  methods  of  observation, 
a.  See 
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b«  Smell 

c.  Hear 

d.  Touch 

IV.  Adaptive  Measures  for  Special  Conditions 

A*  The  unconscious  client  (CD-4} 

1.  Client  cannot  respond  but  still  needs  to  be  given 
an  explanation. 

2.  Get  assistance  to  nove  the  client. 

3.  Do  not  give  oral  fluids  when  performing  mouth  care, 
to  prevent  choking  or  aspiration  of  fluid  into  the 
lungs . 

4.  Leave  client  positioned  in  proper  body  alignment. 

5.  Check  every  one  and  one  half  to  two  hours  for 
incontinence. 

B.  The  paralyzed  client 

1.  Handle  affected  side  with  care«  support  joints. 

2.  Do  not  leave  on  affected  side  very  long  —  may 
cause  swelling. 

3.  Maintain  proper  positioning  for  good  circulation. 

C.  The  diabetic  client  (CD-5) 

1.  Good  skin  care  is  necessary «  observe  the  skin  for 
breakdown  or  tears  and  report  to  the  charge  nurse. 

2 .  Feet,  and  legs  are  susceptible  to  poor  circulation. 
Shoes  may  also  cause  reduced  circulation. 

3.  NEVER  trim  the  toenails  of  a  diabetic  client.  If 
skin  is  nicked  it  may  become  infected  leading  to 
gangrene  and  eventual  amputation. 

4.  Diabetic's  wounds  heal  more  slowly  due  to  poor 
circulation. 


ERLC 


4GJ 

495 


Summary  and  Conclusion 

A.  Terms  and  definitions 

B.  Activities  of  personal  care 

^'  actiJitieV  performing    personal  care 


ons 


D.  Adaptive  measures  necessary  for  special  conditi 

"^'^  ®'  ^^"^^        work  carrying  out 

i?f!^^!"2"ti  activities.    Remember  you  are  with  the 

client  more  than  anyone  else  of  the  health  care  team.  You 

nlLr^uriVL^^'   I*"'  him/her-make  pectineat 

Jjfl^l       *          "^^^  client's  emotional  needs  during 

tniB  time,  too.  Do  not  concentrate  only  on  the  physical 
aspects  of  the  care. 


LESSON  PLAN:  32 

COURSE  TITLE:      NURSE  ASSISTANT  

UNIT      VI       ;       PERSONAL  CARE  

CLASSROOM  DISCUSSION: 

1.  Wfcfit  personal  care  activities  do  you  perform  every  day  for 
yourself  when  you  get  up  in  the  morning? 

2.  Why  is  it  important  to  give  explanations  to  the  unconscious 
client? 

3.  What   measures   can  you  take   to   respect   the  privacy  of  a 
client? 

4.  Why  shouldn't  you    ive  the  unconscious  client  oral  fluids? 

5.  Why  do  diabetic  clients'  wounds  heal  slower? 


CLASSRO<^'«.  LABORATORY.  OR  OTHER  ACTIVITIES: 


1.    Show  fiimstrip. 
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LESSON  PLAN:  32 

COURSE  TITLE:   NURSE  ASSISTANT 

UNIT      VI       :       PERSONAL  CARE 
EVALUATION  ITEMS: 
1.  Define  ihe  term  aspiration. 


2.  Define  the  term  gangrene. 


3.  Personal  care  of  the  client  in  a  long-term  care  facility 
includes  all  of  the  following  except:  (Circle  the  letter 
of  the  correct  answer.) 

a.  Shaving 

b.  Hair  care 

c.  Clean  client's  room  (this  may  be  done  by  the  H.H.A. ) 

d.  Oral  hygiene 

For  each  of  the  following,  write  "T"  if  the  statem^?nt  is  true, 
or  "F"  if  it  is  f^lse. 

  4.  You   should   always  wash  your  hands  before  and  after 

performing  a  procedure. 

  5.  If  you  cannot  locate  the  client's  comb,    it  is  okay 

to  borrow  his/her  roommate's  comb. 

  6.  Use  good  body  mechanics  by  bending  at  the  back  and 

using  your  back  muscles. 

  7.  Always  lock  shower  chairs  when  not  pushing  client. 

  8.  Always     greet     the     client    by    name    and  identify 

yourself  before  performing  a  procedure. 

  9.  It    is    appropriate    to    give    the    unconscious  client 

sips  of  water  when  giving  mouth  care. 

  10.  Do  not  leave  a  paralyzed  client  on  the  affected  side 

tor  over  an  hour  because  it  may  cause  swelling  to 
that  side. 

  xl.  The  diabetic  client  nerds  go<^d  skin  care  to  his/her 

feet  and  legs  since  he/she  is  more  prone  to  poor 
ci'^culation. 
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LESSON  PLAN:  _32__ 

COURSE  TITLE:  __NURSE.ASSIST^  

UNiT__jn__:  __PERsgN^r^^^^  ~  '  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  Aspiration    -    to    dratr    =  * 

breathing  in.  ^    ^^^^Sfn    body    into    lungs  when 

4  .  T 

5.  F 

6.  T 

7.  T 

8.  T 

9.  F 

10.  T 

11.  T 
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LESSON  PLAN:   ai 


COURSE  TITLE:       NURS»  ASSISTANT  

UMIT      VI  PERSONAL  CARE  

SCOPE  OF  UNIT: 

This  unit  covers  all  aspects  of  personal  care  that  affect  a 
client's  personal  hygiene  and  general  comfort.  It  Includes  the 
following  procedures:  bathing.  bedmaking.  oral  hygiene, 
shaving,  skin  care,  peri  care,  hair  care,  nail  care,  dressing, 
and  undressing. 

INFORMATION  TOPIC:      VI-33  OR         DEMONSTRATION:  VI-33 

BED  BATH 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  List  four  purposes  of  bathing. 

2.  Describe  the  difference  between  a  complete  bed  bath  and  a 
partial  b(s^  bath. 


3.    Recognize  five  specific  measures  related  to  bathing. 


4.    Demonstrate  performing  a  complete  bed  bath  according,  to  the 
cteps  of  procedure. 


ERIC 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS. 

1.  HO  1:    Bath  Mitten 

2.  HO  2:    Soaking  the  Foot 

3.  Trainex  filmstrip  #369:     "Bed  Bath" 

4.  TLC  filmstrip:    "How  to  Give  Your  Patient  a  Bed  Bath" 

5.  Projector 

6.  Bath  basin 

7.  Soap  and  soap  dish 

8.  Bath  towels  (2) 
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9.  Face  towel 

10.  Deodorant 

11.  Haehclothe  (2) 

12.  Bath  Blanket 
L3.  Lotion 

14.  Powder  (optional) 

15.  Laundry  bag/linen  hamper 

16.  Clean  bed  linen 

17.  Go%m  or  pajamas 

18.  Equipment  for  oral  hygiene 

19.  Equipment  for  shaving 

20.  Equipment  for  hair  care 

21.  Equipment  for  nail  care 

22.  Client*s  toiletries*  cosmetics 
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TEACHER  RESOURCES; 


INTRODUCTION: 


A  bed  bath  is  given  to  any  client  unable  to  get  out  >f  bed  for 
whatever  reasons.  During  the  bed  bath  other  personal  care 
procedures  are  also  performed,  as  well  as  changing  I  the  bed 
linens.  This  type  of  bath  gives  the  nurse  assistai  ;  a  great 
opportunity  for  head-to-toe  observation,  as  well  as  anple  time 
to  communicate  with  the  client.  It  is  also  a  good  time  to 
identify  any  concerns  or  needs  of  the  client  that  may  be 
unnoticed  during  the  usual  hustle  and  bustle  of  the  day.  The 
nurse  assistant  should  be  aware  that  the  client  may  feel 
frustrated  and  embarrassed  with  having  to  depend  on  someone 
else  for  a  vwry  personal  activity.  Treat  the  client  with 
dignity  and  respect. 
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LESSON  PLAN: 
COURSE  title: 
UNIT      VI  : 


^  

NURSE  ASSISTANT 
PERSONAL  CARE 


I.  Key  Points  of  Bathing 

A.  A  clean  body  in  necessary  for  one  to  feel  good  about 
oneself. 

B.  Purpose  of  bathing: 

1.  Promote  cleanliness  and  comfort 

2.  Stimulate  circulation 

3.  Relax  the  client 

4.  Observe  the  condition  of  the  client's  body 

C.  A  client  should  be  bathed  at  the  following  times: 

1.  Any   time  he/she   is   incontinent,   provide  a  partial 
bath  as  needed. 

2.  If     the     client     is    continent    and    without  odor 
problems,  bathe  at  lease  twice  a  week. 

D.  A  complete  bed  bath  involves  washing  the  entire  body. 

E.  A  partial  bed  bath  involves  washing  the; 

1.  Face 

2.  Hands 

3.  Underarms 

4.  Genital  areas. 

II.  Specific  Measures  Related  to  Bathing 

A.  Offer  the  ^  b^^P^n/u^in^l  before  starting  tlie  bath 
procedure  because  warm  water  can  'Stimulate  the  urge  to 
urinate. 

B.  Use  a  washcloth  mitten  to  avoid  dangling  ends  which 
allow  water  to  drip  onto  the  clients.  (HO-1) 
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C.  Change  water  when  it  becomee  soapy,  cold,  or  dirty. 
Clean,  fresh  water  is  necessary  to  clean  the  client. 

D.  Do  not  leave  soap  it  water.  Use  a  soap  dish  to  prevent 
the  bath  water  from  becoming  too  soapy. 

B.  Rinse  all  soap  froD  skin,  to  prevent  drying  of  the  skin. 

P.  Hashing  the  farthest  extremity  first  prevents  dripping 
water  across  the  part  you  have  already  cleaned. 

6.  Place  the  client *8  hands  and  feet  in  a  basin  of  water 
(if  client  is  able).  This  is  relaxing,  makes  the 
client  feel  cleaner,  and  helps  to  soften  the  nails. 
Nail  care  may  be  done  at  this  time.  (HO  2) 
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LESSON  PLAN:  33 

COURSE  TITLE:  NURSE  ASSISTANT 


UNIT      VI       :  PERSONAL  CARE  

III.  Steps  of  Procedure  for  a  Bed  Bath 

A.  Steps  beginning  procedure 

1.  Wash  your  hands. 

2.  Arrange  necessary   equipment    (laundry  bag  next  to 
bed  and  lotion  container  in  warm  water). 

3.  Identify  and  greet  client.    Identify  self. 

4.  Explain  what  you  are  going  to  do. 

5.  Provide  privacy. 

6.  Assist     with     oral     hygiene      and     shaving  (if 
applicable) . 

7.  Offer  bedpan/urinal:   then  empty  clean,   and  put  it 
away. 

8.  Wash  your  hands. 

B.  Bed  bath  procedure 

9.  Place  client   in  supine  position  near  the  side  of 
the  bed  nearest  you.  if  tolerated. 

10.  Untuck  bed  linens. 

11.  Remove  bedspread  and  blanket:  fold  and  place  on 
chair  if  reusing,  otherwise  place  in  laundry  bag. 

12.  Cover  top  sheet  with  bath  blanket.  Ask  client  to 
hold  bath  blanket  in  place:  if  unable,  tuck  under 
client's  shoulders. 

13.  Remove  top  sheet  without  disturbing  bath  blanket 
and  place  in  laundry  bag. 

14.  Remove  client's  gown  or  pajamas. 

15.  Fill  bath  basin  2/3  full  of  warm  water  (115  degrees 
Fahrenheit) . 


16.  Place  face  towel  across  c) tent's  chest. 

17.  Make  mitten  of  washcloth  (HO  1)  and  wet  with  water; 
squeeze  out  excess. 

18.  Hash  eyes  first.     Start  at  inner  corner  and  work 
out.    Use  different  area  of  mitten  for  each  eye. 

19.  Wash  face  with  soap  if  client  agrees,  rinse  and  dry. 

20.  Using  soap  for  rest  of  proceduret  wash*  rinse^  and 
dry  ears  and  then  neck. 

21.  Expose    arm    farthest    from   you;    place    bath  towel 
under  arm  up  to 

22.  I£  Client  is  able,  place  basin  of  water  on  bed  and 
immerse  client's  hand  in  water  and  wash. 

23.  Hash  and  rinse  shoulder*  axilla  and 
arm  of  extremity  farthest  away. 

24.  Remove  basin  and  dry  arm  and  shoulder. 

25.  Repeat  steps  21-24  with  arm  closest  to  you. 

26.  Nay  do  fingernail  care  at  this  point. 

27.  Place  towel  across  chest  and  fold  bath  blanket  to 
waist. 

28.  Hash  and  rinse  chest  and  breast  of  female  while 
lifting  towel;  expose  chest  of  male. 

29.  Dry  skin  thoroughly. 

NOTE:  If  female*  apply  a  thin  layer  of  powder  into 
the  palm  of  your  hand  and  pat  on  skin  under  the 
breast. 

30.  Fold  bath  blanket  to  pubic  area — keep  chest  covered 
with  towel « 

31.  Hash*  rinse  and  dry  abdomen.  Remove  towel  a  id 
cover  with  bath  blanket. 

32.  Change  bath  vacer  in  basins. 

33.  Expose  the  farthest  leg;  flex  (bend)  leg  and  place 
bath  totiel  lengthwise  under  t^ie  leg  up  t^  the 
buttocks. 

47S 


1^ 


508 


34.  Place  basin  on  towel  anu  put  foot  into  it.  If 
applicable.  NOTE:  Support  leg  at  knee  joint  with 
your  hand.  (HO  2) 

35.  Wash  and  rinse  leg  and  foot. 

36.  Remove  basin  of  water  and  dry  leg  and  foot. 

NOTE:  Dry  thoroughly  in  between  toes  with  folded 
towel. 

37.  Repeat  steps  33-36  on  closer  leg;  cover  client  with 
bath  blanket. 

38.  May  do  toenail  care  at  this  point  if  facility  or 
H.H.C.A.  allows  more  than  cleaning  under  nails  with 
orange  wood  stick. 

39.  Place  towel  and  washcloth  in  laundry  bag  and  get 
clean  ones. 

40.  Change  bath  water  in  basins. 

41.  Ask  or  assist  client  to  turn  on  side  with  back 
facing  you. 

42.  Fold  bath  blanket  over  client's  side  to  expose  back 
and  buttocks;  place  towel  parallel  to  client's  back. 

43.  Wash,  rinse  and  dry  bac;  and  buttocks. 

44.  Give  back  rub  using  warmed  lotion. 

NOTE:    Provide  special  attention  to  bony  aroas. 

45.  Remove  towel  and  turn  client  to  back;  place  towel 
under  buttocks. 

46.  If  client  is  able,  provide  washcloth,  soap  and 
towel  and  instruct  him/her  to  wash  and  dry  perineal 
(peri)  area. 

47.  I£  client  is  unable,  wash  peri  area  from  front  to 
back.    NOTE:    Use  disposable  gloves. 

48.  Wash  hands  and  if  client  did  own  peri  care  provide 
fresh  water  for  cliAnt  to  wash  hands. 

49.  Apply  lotion  and  deodorant. 

50.  Put  a  clean  gown  or  pajamas  on  client  without 
exposing  him/her. 
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51.  Comb  hair,  apply  cosmetics  it  applicable. 
C.  Steps  ending  procedure 

52.  Remove,  clean  and  storo  equipment. 

53.  Wash  your  hands* 

54.  Make    the    client    comfortable;    place    call  signal 
within  reach. 

55.  Record  observations. 

NOTE:    Report  anything  unusual  to  charge  nurse. 
IV.  Summary  and  Conclusion 

A.  Key  points  of  bathing. 

B.  Specific  measures  related  to  bathing. 

C.  Classroom  discussion. 

D.  Review  steps  of  procedure. 
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LESSON  PLAN:  33 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VI       :       PERSONAL  CARE 


CLASSROOM  DISCUSSION: 

1.  Explain  how  to  prevent  exposure  during  the  bath  procedure. 

2.  What  can  be  used  if  no  soap  dish  is  available? 

3.  When  should  you  change  the  bath  water? 

4.  Why  do  you  wash  the  farthest  extremity  first? 


CLASSROOM.  LABORATORY,  OR  OTHER  ACTIVITIES: 

1.  Show  filmstrips. 

2.  Instructor  demonstrates  bed  bath  procedure. 

3.  Students  practice  bed  bath  procedure. 
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LESSON  PLAN: 


_33 


COURSE  TITLE:       NURSE  ASSISTANT  

UNIT      VI       :       PERSONAL  CARE,   

EVALUATION  ITEMS: 
1.  List  the  four  purposes  of  bathing  a  resident. 


2.  Explain   the   difference    between  a   complete  bed   bath  and 
partial  bed  bath. 


For  each  of  the  following,  write  "T"  if  the  statement  i&  true, 
or  "F"  if  it  is  false. 


3.  warm  water  applied  to  the  skin  during  a  bath  can 
make  a  resident  feel  like  he/she  has  to  urinate. 

4.  A  washcloth  mitten  is  used  as  a  restraint  for  the 
client's  hand  during  a  bed  bath. 

5.  Soap  left  on  the  skin  has  a  moisturizing  effect. 

6.  Washing  the  farthest  extremity  first  prevents 
dripping  water  across  the  part  you  have  already 
cleaned . 

7.  Soaking  the  hands  and  feet  in  the  basin  of  water  is 
relaxing  to  the  resident  as  well  as  making  him/her 
feel  cleaner. 


b. 


c. 


d. 
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LESSON  PLAN:       .  ._33_ 

COURSE  title:         nurse  ASSISTANT 


UNIT  VI  :         PERSONAL  CARE  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  a.    Promote  cleanliness  and  comfort 

b.  Stimulate  circulation 

c.  Relax  t|ie  resident 

d.  Observe  condition  of  the  resident's  body 

2.  A  complete  bed  bath  involves  washing  the  entire  body 
and  a  partial  bed  bath  involves  washing  the  face, 
hands,  underarms,  and  genital  area. 

3.  T 
1.  F 

5.  F 

6.  T 

7.  T 
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LESSON  PLAN:  33 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  VI 


PERSONAL  CARE 


EVALUATION  ITEMS: 


NAME  OF  STUDENT: 
BED  BATH 


EQUIPMENT: 

1.  Bath  basin 

2.  Soap  and  8oap  dish 

3.  Bath  towel6(2) 

4.  Face  towels 

5.  HaBhcloths 

6.  Bath  blanket 

7.  Lotion 

8.  Deodorant 

9.  Powder  (optional) 


10.  Laundry  bag/linen  hamper 

11.  Clean  bed  linen 

12.  Gown  or  pajamas 

13.  Equipment  for  oral  hygiene 

14.  Equipment  for  shaving 

15.  Equipment  for  hair  care 

16.  Equipment  for  nail  care 

17.  Resident's  toiletries,  makeup 


!  DID 

THE  STUDENT 

!  YES 

1 

NO  ! 

f 

f 

f 

! 

! 

f 

!  A. 

Steps  beginning  procedure 

! 

! 

f 

! 

! 

! 

1.    Wash  hands. 

! 

1 

I 

ERIC 


2.    Arrange  necessary  equipment. 


3.    Identify  and  greet  client.    Identify  self. 


8.    Wash  hands. 


!    B.    Bed  bath  procedure 


9.    Place  client  in  supine  position  near  the  side  of  the 
bed  nearest  him/her  if  tolerated. 
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4.    Explain  procedure  to  client. 

5.    Provide  privacy. 

6.    Assist  with  oial  hygiene  and  shaving  (if  applicable).  < 

7.    Offer  bedpan/urinal,  then  empty,  clean  and  put  it  away. < 

!                                                                                                                              !  YES  !     MO  ! 

!  10. 

Untuck  bed  linens. 

!  11. 

Remove  bedspread  and  blanket,  fold  and  place  on  chair 
if  reusing;  otherwise  place  in  laundry  bag. 

!   !  : 

!  12. 

Cover  top  sheet  with  bath  blanket.    Ask  client  to 
hold  bath  blanket  in  place;  if  unable,  tuck  under 
client*s  shoulders. 

!         !  * 

\    ;  ! 

!  13. 

Remove  top  sheet  without  disturbing  bath  blanket, 
place  in  laundry  bag. 

;    !  ; 

!  14. 

Remove  client* s  gown  or  pajamas. 

;   :  ; 

!  15. 

Fill  bath  basin  2/3  full  of  warm  water  (115  degrees 
Fahrenheit) 

!  16. 

Place  face  towel  across  client*s  chest. 

:    ;  : 

!  17. 

Make  mitten  of  washcloth  and  wet  with  water;  squeeze 
out  excess. 

!          !  ! 

!  18. 

Wash  eyes  first.    Start  at  inner  comer  and  work  out. 
Use  different  area  of  mitten  for  each  eye. 

;     ;  ; 

!  19. 

Wash  face,  rinse,  and  dry.    Determine  if  client  wants 
soap  to  be  used. 

;     ;  ; 

!  20. 

Wash,  rinse,  and  dry  ears  and  then  neck. 

I     ;  : 

!  21. 

Expose  arm  farthest  from  him/her.    Place  bath  towel 
under  arm  up  to  axilla. 

•         •  I 

!  22. 

If  client  is  able,  place  basin  of  water  on  bed  and 
and  immerse  client* s  hand  in  water  and  wash. 

!  23. 

Wash  and  rinee  shoulder,  axilla  and  arm  of  extremity 
farthest  away. 
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YES  !    VO  ! 

!  24. 

i 

Remove  basin  end  dry  arm  end  shoulder  <  ! 

I  I 
!  ! 

!  25. 

Repeat  steps  21-24  with  arm  closest  to  him/her.  ! 

!  ! 
!  ! 

!  26. 

Perform  fingernail  care.  ! 

!  ! 
!  ! 

!  27. 

Place  towel  across  chest  and  fold  bath  blanket  ! 
to  waist.  ! 

!  t 

!  ! 

•  • 

•  • 

!  28. 

Wash  and  rinse  chest  and  breast  of  female  While  ! 
lifting  towel.  (Male-remove  towel)  ! 

!  ! 
!  ! 
!  ! 
!  ( 

1  29. 

Dry  skin  thoroughly.    Apply  powder  under  female  ! 
client* s  breasts.  ! 

1  f 

I  i 

!  I 
1  1 

!  30. 

Fold  bath  blanket  to  pubic  area — keep  chest  covered  ! 
with  towel.  ! 

1  1 

.  . 

!  ! 
1  I 

!  ! 

w«Rb,  rinsse  pnij  dry  ab*1oinen.    Remove  ♦-nwel  and  cover  ! 
with  bath  blanket.  ! 

1  I 

f  f 

{  ! 
•  f 

!  32. 

Change  bath  water  in  basins.  ! 

.  . 
!  1 
!  ! 

!  33. 

Expose  the  farthest  leg;  flex  (bend)  leg  and  place  ! 
bath  towel  lengthwise  under  the  leg  up  to  the  buttocks.! 

!  ! 
!  ! 
!  ! 
!  ! 

!  34. 

Place  basin  on  towel  and  put  foot  into  it,  if  ! 
applicable.    Support  leg  at  knee  joint  with  hand.  ! 

!  ! 
!  ! 
t  ! 
!  ! 

!  35. 

Hash  and  rinse  leg  and  foot.  ! 

t  ! 
!  ! 
!  ! 

r  36. 

Remove  basin  of  water  and  dry  leg,  foot,  and  between  ! 
toes.  ! 

!  ! 
!  ! 
!  ! 
!  ! 

1             J/  • 

fiepeac  seeps  jj— jd  on  Closer  xeg.    cover  ciienc  wicn  i 

!  ! 

X  I 

!  ! 

1  38. 

Perform  toenail  care.    (See  38  in  Steps  of  Procedure  ! 
for  Bed  Bath).  t 

1  2 

!  ! 
!  ! 

!  ! 
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YES 


HO 


99. 

Place  towel  and  washcloth  in  laundry  bag  and  get  clean  ! 
ones.  t 

i  i 

40. 

Chanse  bath  water  in  basin.  ! 

41. 

Auk  or  assist  client  to  turn  on  side  with  back  facing  ! 
him/her.  ] 

42. 

Fold  bath  blanket  over  client's  side  to  expose  back  ! 
and  buttocks;  place  towel  parallel  to  client*8  back.  ! 

;  ; 

a  f  ^  ^B^^                        2  ^m.          .A         A      -    ^           M                       ^                                                 MAMMA  A 

Washf  rinse  and  dry  back  and  buttocks.  ! 

44. 

Give  back  x\ib  using  wanned  lotion,- paying  special  ! 
attent?.on  to  Dony  areas.  ! 

;  ; 

45. 

Remove  towel  and  turn  client  to  back;  place  towel  i 
unaec^  DUvbCCKS  •  j 

-j  r 

46. 

If  client  is  able,  pro^dde  washcloth »  soap  and  towel  t 
and  instruct  him/her  to  wash  and  dry  peri  area.  ! 

 =  =- 

47. 

If  client  is  unable,  wash  peri  area  from  front  to  back»! 
using  gloves.  ! 

:  : 

48. 

Wash  hands  and  if  client  did  own  peri  care  provide  ! 
fresh  water  for  client  to  wash  hands.  i 

\  \ 

49. 

Apply  lotion  and  deodorant.  ! 

SO. 

Put  a  clean  gown  or  pajamas  on  client  without  ! 
exposing  him/her.  I 

51. 

Comb  hairt  apply  cosmetics  if  applicable.  ! 

f 
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!  ■- 

YES  ! 

NO  ! 

f 

!  C.    Steps  ending  procedure  • 
f 

!         52,    Remove,  clean  and  store  equipment.  ' 
!   —  

! 

!  ^ 

!         53.    Wash  hands. 

f 

I 

{ 

!         54.    Make  the  client  comfortable;  place  call  signal  within 
!  reach. 

!         55.    Record  observations,  reporting  anything  unusual  to 
!                 charge  nurse. 

The  student  has  satisfactorily  completed  the  procedure  "BED 
BATH"    according*  to  the  steps  outlined. 


Instructor *s  signature 
(Verifying  Satisfactory  Complettion) 


Date 
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BATH  MITTEN 
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SOAKING  THE  FOOT 


HO  2 


LESSON  PLAN:  34 

COURSE  TITLE:       NURSE  ASSISTANT 


flMIT      VI       :       PERSONAL  CARE  

SCOPE  OP  UNIT: 

This  unit  covers  all  aspects  of  personal  care  that  affect  a 
client's  personal  hygiene  and  general  comfort.  It  includes  the 
following  procedures:  bathing.  bedmaking,  oral  hygiene, 
shaving,  skin  care,  peri  care,  hair  care,  nail  care,  dressing, 
and  undressing. 

INFORMATION  TOPIC:      VI-34         OR         DEMONSTRATION:  VI-34 

TUB  BATH  AND  SHOWER  BATH 

(Lesson  Title) 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Recognize  three  safety  measures  to  take  while  giving  a  tub 
bath. 

2.  Recognize    three    safety   measures    to    take   while    giving  a 
shower  bath. 

3.  Demonstrate  how  to  give  a  tub  bath  according  to  the  steps 
of  procedure. 

4.  Demonstrate   how  to   give   a    shower    bath   according   to  the 
steps  of  procedure. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  Trainex  filmstrip  #122:     "Shower  and  Tub  Bath" 

2.  Projector 

3.  Bath  towels  (2) 

4.  Washcloths  (2) 

5.  Bath  blanket 

6.  Soap  and  srap  dish 

7.  Bath  thermometer,  if  available 

8  Tub/shower  chair  and  chair  by  side  of  tub 

9.  Disinfectant  solution  and  cleaning  cloth 

10.  Non-skid  bathtub  mat  (use  a  towel  if  not  available) 

11.  Bath  floor  mat 

12.  Clean  clothes 

13.  Personal  care  items:    lotion  oc  powder 

14.  Shower  cap  (optional) 
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TEACHER  resources; 


INTRODUCTION: 


A  tub  or  shower  nay  be  given  depending  on  the  client's  mobility 
and  personal  preference.  Encourage  the  client  to  assist  with 
the  bathing  if  he/she  is  able.  This  can  promote  feelings  of 
independence  and  provide  some  active  range  of  motion  exercise. 
If  the  type  of  bath  assigned  to  the  client  does  not  seem 
appropriate*  consult  with  tne  charge  nurse  and  identify  the 
reasons  why  another  type  of  bath  may  be  better  for  the  client. 

Again*  this  is  a  prime  time  for  the  nurse  assistant  to  make 
observations  about  the  total  needs  (physical*  emotional*  and 
social)  of  the  client.  The  bath  should  be  pleasurable 
experience.  Keep  in  mind  the  importance  of  maintaining  the 
client's  dignity  and  respect  his/her  privacy. 
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LESSON  PLAN:  34 

COURSE  TITLE:       tfURSE  ASSISTANT 


ERIC 


UNIT      VI       :       PERSONAL  CARE  

I.  Key  Points  of  Tub  Bath 

A.  Reasons  for  9iv;.ng  a  tub  bath 

!•  The  tub  bath  is  for  clients  who  can  get  out  of  bed 
but  cay  not  like  showers. 

2.  The  tub  bath  can  provide  greater  relaxation  than  a 
bed  bath  and  give  a  feeling  of  being  cleaner. 

B.  Safety  Measures  (CD-I) 

1.  The  tub  should  be  filled  with  an  adequate  amount  of 
warm  water  (105  degrees  Fahrenheit)  to  cloanse  the 
client:  however,  keep  in  mind  the  client's  safety. 

2.  The  client  usually  stays  in  the  tub  for  10-15 
minutes:  longer  would  allow  the  water  to  cool, 
rest^lting  in  the  client  becrming  cold. 

3  Do  not  add  bath  oil  to  the  water.  This  makes  the 
surface  of  the  tub  slippery. 

4.  When  a  client  is  agile  (able  to  move  without 
difficulty:  nimble),  he/she  may  be  left  alone  in 
the  bathtub--check  several  times.  The  door  should 
never  be  locked. 

NOTE:  If  you  have  any  doubts  about  the  client's 
safety  in  the  tub.  stay  with  him/her. 

5.  If  the  client  becomes  faint  while  giving  a  tub  bath: 

(CD-2) 

a.  Call  for  help. 

b.  Drain  the  water  out  of  the  tub. 

c.  Lower  the  head  as  much  as  possible. 

d.  Cover  the  client  with  a  bath  blanket. 

NOTE:  Fainting  is  caused  by  the  warm  water 
dialating  the  blood  vessels  of  the  skin, 
increasing  amount  of  blood  in  the  skin  area  and 
decreasing  the  blood  flow  the  the  brain, 
resulting  in  the  client  feeling  faint. 
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6.  If  you  are  giving  a  whirlpool  bath,  follow  the 
basic  tub  bath  procedure  and  your  facility's 
specific  policies  regarding  whirlpool  equipment 
safety. 

II.  Key  Points  of  Shower  Bath 

A.  Reasons  for  giving  a  shower 

1.  The  shower  is  the  bath  of  choice  for  many  of  the 
residents  because  of  poor  mobility  and  difficulty 
in  getting  in  and  out  of  the  bathtub. 

2.  Showers  with  long  extension  hoses  are  very  good  for 
thorough  cleansing  and  for  stimulating  circulation. 

B.  Safety  Measures 

1.  Adequately  cover  the  client  when  transporting 
him/her  to  the  shower  room  to  avoid  changes  in  body 
temperature  and  unnecessary  exposure. 

2.  hang  the  shower  nozzle  on  the  handrail  or  hook.  Do 
not  zlloM  it  to  rest  on  the  floor. 

NOTE:    The  floor  is  always  considered  dirty. 

3.  Check  shower  chair  wheels  prior  to  using  for 
sticking  or  wobbling,  as  well  as  locking  mechanism 
that  works. 

4.  The  client  in  a  shower  chair  should  be  placed 
facing  the  door  of  the  shower  stall  while  the  NA 
gives  the  shower:  this  assures  better  control  of 
client  should  he/she  be  difficult  to  manage  or 
become  faint. 

5.  The  shower  should  have  temperature  regulator  and 
pressure  of  flow  regulator. 

6.  Should  the  client  become  faint  while  giving  a 
shower : 

a.  Call  for  help. 

b.  Turn  off  the  water. 

c.  If    the    client    is    standing*    have   him/her  sit 

d.  Lower  his/her  head  as  much  as  possible. 

e.  Cover  with  a  bath  blanket. 
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LESSON  PLAN:  34 

COURSE  TITLE:      NURSE  ASSISTANT  

UNIT      VI       :       PERSONAL  CARE   .  

MI.  St'ps  Of  Procttductt  for  Tub  Bath 

A.  Sttpt  beginning  pcoceduitt 

1.  Hash  your  hands. 

2.  Asssmbltt  necessary  equipment. 

3.  See    that    tub/shower    room    is    free    from  drafts, 
preferably  75-80  degrees  Fahrenheit. 

Clean  bathtub/shower  chair  with  disinfectant 
solution  and  rinse  well. 

5.  Place  non-skid  m/»l.  towel,  or  tub  chair  in  bathtub. 
7.  Place  a  chair  next  to  tub. 

6.  Identify  and  greet  client.    Identify  self. 
9.  Explain  what  you  are  going  to  do. 

10.  Offer  toileting. 

B.  Tub  bath  procedure 

11.  Provide  privacy  and  assist  client  to  put  on  robe 
and  slippers. 

12.  Ambulate  or  transfer  per  w/c  or  g/c  to  tub  room. 

13.  Fill  tub  with  105  degree  Fanrenheit  water  half  full 
and  check  water  temperature  with  bath  thermometer. 

14.  Assist  client  to  undr«;as. 

15.  Assist  client  into  the  tub. 

NOTE:    A  shampoo  may  be  given  at  this  time. 

16.  Assist  client  as  needed  in  washing. 

NOTE:    Offer  assistance  to  wash  back,  legs  and  feet. 
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17.  It  Client  is  unable  to  help,  start  with  eyes,  then 
wash  face.  ears.  neck.  arms,  hands,  chest,  abdomen, 
and  back.    Rinse  with  warm  water. 

NOTE:  Ask  if  client  wants  soap  used  on  his/her 
face. 

18.  Hash  each  leg.  foot,  and  between  toes.  Rinee  well 
with  warn  water:  discard  washcloth. 

19  Hash  peri  area  from  front  to  back  and  discard 
washcloth. 

NOTE:  Ask  or  assist  client  to  turn  slightly  to  one 
side. 

20.  Drain  tub  and  remove  soap  before  client  gets  out. 

21.  Assist  client  out  of  tub:  cover  with  a  bath  blanket 
and  assist  to  the  chair. 

22.  Uncover  client,  one  area  at  a  time,  and  pat  dry 
with  towel. 

23.  Apply  powder,  lotion  and  deodorant,  if  applicable. 

24.  Assist  with  dressing. 
C.  Steps  ending  procedure 

25.  Return  client  to  his/her  room:  assist  with  any 
personal  care  such  as  shaving,  nail  care,  hair 
care.  etc. 

26.  Make  client  comfortable:  place  call  signal  with  iu 
reach. 

27.  Return  to  tub  room,  remove  soiled  articles  and 
clean  tub  with  disinfectant  solution. 

28.  Hash  your  hands. 

29.  Record  observations. 

NOTE:    Report  anything  unusual  to  charge  nurse. 
IV.  Steps  of  Procedure  for  a  Shower  Bath 
A.  Steps  beginning  procedure 
1-4.    See  XII.  A.,  steps  1-4  of  tub  bath  procedure. 
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5.  Place   non-skid   nat   in   shower   stall   if   client  is 
standing  during  shower. 

6.  Identify  and  greet  client.    Identify  self. 

7.  Explain  what  you  are  going  to  do. 

8.  Offer  toileting. 
Shower  procedure 

9.  Provide  privacy  and  assist  client  to  put  on  robe 
and  slippers. 

10.  Ambulate  or  transfer  per  shower  chair  to  shower 
room. 

11.  Assist  client  to  undress,  cover  with  bath  blanket 
until  ready  to  start  shower. 

12.  Adjust  spray  temperature  (95-105  degrees 
Fahrenheit).  Direct  spray  away  from  client  while 
adjusting  it.    Flow  rate  should  be  gentle. 

NOTE:    A  shampoo  may  be  given  at  this  time. 

13.  Rinse  client's  body  with  warm  water. 

14.  Assist  client  in  washing  as  needed. 

15.  If  client  is  unable  to  help  at  all,  start  with 
eyes,  then  wash  face,  ears,  neck,  chest,  abdomen, 
and  back.    Rinse  with  warm  water. 

NOTE:  Ask  if  client  wants  soap  used  on  his/her 
face. 

16.  Wash  each  leg,  foot  and  between  toes.  Rinse  well 
with  warm  water;  discard  washcloth. 

17.  Wash  peri  areas  from  front  to  back. 

NOTE:  Wash  female  labia  area  from  front  of  chair: 
wash  anal  area  from  under  chair. 

18.  Wash  between  buttocks  and  discard  washcloth:  rinse 
well  from  front  to  back. 

19.  Turn  off  shower  and  cover  client  with  bath  blanket: 
place  around  hair  if  wet. 

20.  Uncover  client,  one  area  at  a  time,  and  pat  dry. 
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21.  Apply  poHdec*  lotion  and  deodorant*  if  applicable. 

22.  Aeaiet  with  dceRsing. 
C.  Steps  ending  pcoceduce 

24-28.    See  III.  C.  steps  25-29  of  cub  bath  procedure. 
IV.  Summary  and  Conclusion 

A.  Key  points  of  tub  bath 

B.  Key  points  of  shower 

C.  Classroom  discussion 

D.  Review  steps  of  procedures. 
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LESSON  PLAN:  34 

COURSE  TITLE:      NURSE  ASSISTANT  

UNIT      VI       ;       PERSONAL  CARE  

CLASSROOM  DISCUSSION: 

1.  How  long  does  a  client  usually  stay  In  the  tub? 

2.  What  should  you  do  first  if  a  client  becomes  faint  while 
giving  a  tub  bath? 

3.  What  Kind  of  observations  could  you  make  about  the  client 
'uring  a  tub  bath  or  shower? 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Show  f ilmstrip. 

2.  Instructor  demonstrates  tub  bath  procedure. 

3.  Students  assist  with  tub  bath  procedure  during  supervised 
clinical  experience. 

4.  Instructor  demonstrates  shower  procedure. 

5.  Students    assist   with    shower    procedure    during  supervised 
clinical  experience. 
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LESSON  PLAN:  34 

COURSE  TITLE:      NURSE  ASSISTANT 


UNIT      VI       ;       PERSONAL  CARE  

EVALUATION  ITEMS: 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  **F''  if  it  is  false. 

  1.  The    client    usually    stays    in    the    tub    for  10-15 

minutes;  any  longer  may  result  in  the  client 
becoming  cold. 

  2.  Always    add    bath    oil    to     the    bathtub    water  to 

moisturize  the  skin. 

  3.  The    bathroom   door    should    never    be    locked   when  a 

client  is  taking  a  tub  bath  alone. 

  4.  The  shower  nozzle  should  rest  on  the  floor  when  not 

in  use. 

  5.  Always  check  shower  chair  wheels  prior  to  using  for 

sticking  or  wobbling  and  a  properly  functioning 
locking  system. 

  6.  If  a  client  becomes  faint  while  giving  a  tub  bath  or 

shower,  first  call  for  help  and  then  take  tne 
appropriate  actions. 

  7.  What    is    the   order    in  which  you   should   bathe  the 

client's  body  if  giving  a  shower  to  a  totally 
helpless  individual? 
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LESSON  PLAN:  34  

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT       VI        I        PERSONAL  PARR 


ANSWERS  TO  EVALUATION  ITEMS: 

1.  T 

2.  P 

3.  T 

4.  P 

5.  T 

6.  T 

7.  Bathe  in  this  order:   eyes,   face,   ears,  arms,  hands,  chest, 
abdomen,  back,  legs,  feet,  between  toes,  peri  area. 
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LESSON  PLAN:   21 


COURSE  TITLF:       WURSE  ASSISTANT  

UMTT       VI        t       PERSONAL  CARE  

EVALUATION  ITEMS:        NAME  OF  STUDENT:   

TUB  BATH  AND  SHOWER  BATH 


equipment: 

1.  Bath  to«rel8 

2.  Washcloths  (2) 

3.  Bath  blanket 

4.  Soap  and  soap  dish 

5.  Bath  thaiaometei.  If 
avallabla. 

6.  Tub/Bhow6£  chali  and 
chali  by  side  of  tub 

7.  Disinfectant  solution 
and  cleaning  cloth 


8.  Non-skid  bathtub  mat  (use 
towel  if  not  available) 

9.  Bath  floor  nat 
Clean  clothes 

Peisonal  care  items:  lotion 
0£  powdei 
12.  Showei  cap  (optional) 


10. 
11. 


piD  THB  STUDEMT 


Tub  Beth 

A.    Steps  besinnins  procedure 
1.    Wash  hands. 


YES 


no 


2.    Arrense  necessary  equipment. 


3.    See  that  tub/shower  room  Is  free  from  drafts, 
preferably  75-80  desrees  Fahrenheit. 


4.    Clean  bathtub/shower  chair  with  disinfectant  solution 
and  rinse  well. 


5.    Place  non-skid  mat,  towel,  or  tub  chair  in  bathtub. 


6.    Place  floor  mat  next  to  bathtub. 


7.    Place  a  chair  next  to  tub. 


8.    Identify  and  greet  client.    Identify  self. 
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{     DID  THE  STUDKHT                                                                                   !  YES  !    MO  1 

t  9. 

Explain  procadura  to  cliant.                                         !        !  ! 

t  10. 

Offar  toilating.                                                          !         j  f 

!  B.    Tub  bath  proctdurt                                                             i        i  i 

1  11. 

Provida  privacy  and  aaaiat  cliant  to  put  on  roba  and     !        !  ! 
•lippars.                                                                      !         1  ! 

!  12. 

Ambulata  or  tranafar  w/c  or  f;/c  to  tub  room.                 t        t  ! 

!  13. 

Fill  tub  with  105  Dagraaa  Fahranhait  watar  half  full     !        !  ! 
and  chack  watar  tan^arature  with  bath  tharmonatar.         !        !  ! 

!  14. 

Aaaiat  cliant  vo  undraaa.                                            !        !  ! 

!  15. 

Aaaiat  cliant  into  tha  tub.                                          !        !  ! 

!  16. 

Aaaiat  cliant  aa  naadad  in  washing.                              !        !  ! 

!  17. 

If  cliant  ia  unabla  to  halp,  atart  with  ayaa,  than        !        !  ! 
wash  faca,  than  waah  faca,  aara,  nack,  arma,  handa*       !        !  ! 
chaat,  abdofoan,  and  back.    Rinaa  with  warm  watar.          !        !  ! 

!  18. 

Waah  aacL  lag,  foot,  and  batwaen  toaa.    Rinaa  wall        !        !  ! 
warm  watar;  diac^rd  waahcloth.                                     i        !  ! 

!  19. 

Waah  pari  araa  from  front  to  bkck  and  diacard               i        !  ! 
waahcloth.                                                                t        t  ! 

!  20. 

Drain  tub  and  ramova  aoap  bafora  cliant  gata  out.          !        !  ! 

!  21. 

Aaaiat  cliant  out  of  tha  tub,  eovar  with  a  bath  blankat!        !  ! 
and  aaaiat  to  chair.                                                  1        1  ! 

!  22. 
1 

Uncovar  cliant,  on  araa  at  a  tima,  and  pat  dry  with  a    !        !  ! 
towal.                                                                      i        !  ! 
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1    DID  THB  STUDBNT                                                                                   !  YBS  ! 

VO  ! 

f  23. 

Apply  powdar,  lotion  and  daodorant,  if  applicable.        !  ! 
to%ral .                                                                    !  ! 

\ 

!  24. 

Asaiat  witt  draaaing.                                                  f  f 

i 

!  C°.    Stapi  anding  procedure                                                     !  f 

1 

!  25. 

Ratum  diant  to  hia/'t.ar  room;  aaaiat  with  any  paraonal!  ! 
eara  such  «a  shaving,  nail  cara,  hair  cara,  ate.           !  ! 

1  26. 

Maka  client  comfortable;  place  call  signal  within         !  ! 
reach.                                                                       t  1 

\ 

!  27. 

Return  to  tub  room,  remove  soiled  artidea  and  clean     !  ! 
tub  with  diainfectant  solution.                                    >  ! 

— \ 

!  28. 

Uaah  hands.                                                                t  ! 

\ 

1  29. 

Record  obaarvationa ,  reporting  anything  unusual  to        !  ! 
chaT*g«  nurae.                                                             >  > 

\ 
1 

!  Shovar  Bath                                                                                !  t 

1  A.    Stapi  beginnins  proce''                                                       !  t 

! 

!  1-4. 

Complete  atapa  1-4  of  bath  procedure.                           !  i 

— \ 

!  5. 

Place  non-akid  mat  in  ahower  atall  if  client  ia            !  ! 
atanding  during  ahowar.                                               !  ! 

! 

!  6. 

Xdantify  and  greet  client.    Identify  a«lf .                    !  ! 

! 

!  7. 

Explain  what  he/aha  ia  going  to  do.                              !  ! 

!  8. 

? 

Offer  toileting.                                                         !  ! 

t  DID  THE  STUDBVr                                                                                 f  yes  !    HO  ! 

f  ^howtr  Proe«dur*                                                                  f        i  t 

i  9. 

Provide  privacy  and  aisitt  cliant  to  put  on  roba  and     !        !  ! 

i 

■lippars  or  covar  with  bath  blankat.                            t        !  ! 

!  10. 

Anbulata  or  transfar  par  thowar  chair  to  thowar  room.    !         !  ! 

!  11. 

Aatitt  cliant  to  undrast;  covar  with  bath  blankat         !         !  ! 

until  raady  to  start  thowar.                                        !         !  ! 

\   

!  12. 

S    !  1 

Adjust  spray  tsmpsrsturs  (95-105  dsgrsss  Fshrsnheit).  !         !  ! 

Dirsct  spray  away  from  cliant  nhila  adjust  it.              !        !  ! 

Plow  rata  should  ba  gantla.                                         !         !  ! 

t  13. 

Sinsa  cliant *s  body  with  warm  watar.                            !        !  ! 

t  14. 

Assist  cliant  in  washing  as  naadad.                              !         !  ! 

[   

!  15. 

 !  !  !" 

If  cliant  is  unabla  to  halp  at  all,  wash  cliant  in        !        !  ! 

corract  saquanca.                                                        !        !  ! 

J   

!  16. 

1    !  1 

Wash  aach  lag,  foot  and  batwaan  toas.    Rlnsa  wall          !        !  ! 

with  warm  watar;  discard  washcloth.                              !         !  ! 

!  17. 

Wash  pari  araa  fro3i  front  to  back                                !         !  ! 

!  18. 

Wash  batwaan  buttocks  and  discard  ifashcloth;  rinsa        !         !  ! 

wall  from  front  to  back.                                              !         !  ! 

!  19. 

Turn  off  showar  and  covar  cliant  with  bath  blankat;       !         !  ! 

placa  around  hair  if  wat.                                            !        !  ! 
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!  DID  THB  CLIKMT 


YBS 


MO 


2C.    Uncover  climt,  on%  arM  at  a  tlma,  and  pat  dry. 


21.    Apply  powdar,  lotion  and  Crodorant,  If  applicabla. 


22.   Aaaist  with  draaaing* 


C.    Stapa  andins  procadura 

23-27.        Conrplata  atapa  25-29  of  bath  ;^ocadura. 


Tha  atudant  baa  aatiafaetorily  eomplated  tba  procadura  "TUB  BATH  AHD  SHOWER 
BATH**  according  to  tba  atapa  outlinad. 


Inatructor*a  aisnatura 
(Varifyins  Satiafactory  Complation) 


Date 
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LESSON  PLAN:  3S 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  3U  :      PERSONAL  rapi^ 

SCOPE  OP  UNIT: 


ThlB  unit  covers  all  aspects  of  personal  care  that  affect  a 
Client  s  personal  hygiene  and  general  comfort.  It  includes  the 
following  procedures:  bathing,  btd  making,  oral  hygiene, 
shaving,  skin  care,  peri  care,  hair  care,  nail  care,  dressing, 
and  undressing.  ^ 

IN^ORR'^TION  TOPIC:       VI-35  OR  DEMONSTRATION:  VI-35 

BEDMAKING  (UNOCCUPIED/OCCUPIED\ 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Describe  the  difference  between  an  unoccupied  and  occupied 
bed . 

2.  Recognize  three  key  points  rrlated  to  bedmaking. 

3.  Demonstrate  making  an  unoccupied  bed  according  to  the  steps 
of  procedure.  *^ 

4.  Demonstrate  making  an  occupied  bed  according  to  the  steps 
of  procedure. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:    Making  a  Mitered  Corner  and  Toe  Pleat 

2.  HO  2:    Putting  on  the  Pillowcase 

3.  Trainex  film  #4-'6     "Basic  Bed  Making  for  Patient  Comfort 
and  Scfety". 

4.  Trainex  film  #370:     "Occupied  Bed  Making". 

5.  Projector 

6.  Pillowcase  (bottom  of  pile) 

7.  Plastic  pillow  cover 

8.  Bedspread 

9.  Blanket 

10.  Top  sheet 

11.  Cotton  pad  or  (optional) 

12.  Cotton  draw  sheet  (optional  at  some  facilities) 

13.  Plastic  o*'  rubber  draw  sheet  (optional  at  some  facilities) 

14.  Bottom  sheut 

15.  Mattress  pad  or  cover  (top  of  pile) 

16.  Laundry  hamper  or  bag 
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TEACHER  RESOURCES! 


INTRODUCTION: 


A  comfortable,  clean  and  neatly  made  bed  is  extremely  important 
to  the  elderly.  A  clean,  wrinkle-free  bed  is  especially 
important  for  the  client  on  bed  rest.  This  is  a  simple  nursing 
measure  the  nurse  assistant  can  taKe  to  prevent  skin  breakdown 
which  can  lead  to  decubitis  ulcers.  In  addition,  making  a  bed 
using  the  following  procedure  will  make  the  room  appear  neat 
which  is  important  to  the  client's  feelings  about  his/her 
home.  Procedures  may  vary  slightly  in  facilities  depending  on 
type  of  linen  used. 


542 


50S 


ERIC 


LESSON  PLAN:  35 

COURSE  TITLE:      NURSE  ASSISTANT  

UNIT      VI       ;       PERSONAL  CARE  

I.  Key  Points  of  Bedmaking 

A.  An  unoccupied  Ded  is  made  up  when  the  bed  is  not  being 
used. 

B.  An  occupied  bed  ie  made  up  with  the  client  in  it;  it  is 
usually  part  of  the  complete/partial  bed  bath. 

C.  Linen  should  be  changed  as  often  as  needed  to  assure 
cleanliness. 

D.  Make  one  side  of  the  bed  at  a  time  and  then  finish  the 
other  side  to  save  time  and  energy. 

E«  Remove  soiled  linens  without  shaking  or  coming  in 
contact  with  the  nurse  assistant *s  face  or  uniform. 

NOTE:    Linens  are  covered  with  the  client's  germs. 

F.  Place  soiled  linens  in  the  !>roper  receptacle — never  on 
the  floor  or  bedside  table  or  another  client's  unit. 

6.  Check  linen  for  dentures t  jewelry «  plastic «  glass, 
chux,  face  tissue^  or  anything  else  before  stripping 
the  bed. 
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LESSON  PLAN:  35 

COURSE  TITLE:      NURSE  ASSISTANT 


UNIT      VI       :       PERSONAL  CARE 


III.  Sttps  Of  PcocAduEtt  fOE  MaKlng  «n  Unoccupied  Bed 

A.  Steps  bttginning  pEOceduE* 

1.  Wash  youE  hands. 

2.  AEEange  neceiaaEy  linens  in  oEdsE  to  be  used. 

3.  Identify  and  9Eeet  client.    Identify  self. 

4.  Explain  what  you  sEe  going  to  do. 

B.  Unoccupied  bedmaKing  pEOceduEe 

5.  Raise  k'lead  to  high  position:  Iovse  bed  Eails. 
NOTE:    Bed  should  be  in  llat  position. 

6.  Remove  pillow,  stEip  pillowcase. 

7.  StEip  bed,  place  soiled  linen  in  hanpeE  oe  bag. 

8.  Wash  and  dEy  mattEsss,  if  soiled. 

9.  Place  mattEess  pad  on  bed  and  pull  smooth. 

10.  Unfold    bottom    sheet    on    bed.    full    length,  with 
bottom  hem  at  bottom  edge  of  mattEess. 

NOTE:  Foe  fitted  sheets,  tuck  in  both  sides  of 
mattEess  pad  and  maKe  sues  all  fouE  coEneES  ses 
fitted  securely  undeE  the  coEneES. 

11.  Tick  in  head  end  of  bottom  sheet  and  miteE  coEneE. 

(HO-l) 

12.  Tuck   in  neaE   edge   of   bottom  sheet,   woEking  fEom 
head  to  foot. 

13.  Folding  plastic  dEaw  sheet  in  half,  place  on  middle 
1/3  of  mattEess:  tuck  in  nesE  side  only. 

14.  Folding    cotton    dEaw    sheet    in    half,    place  oveE 
plastic  dEaw  sheet  and  tuck  in  neaE  side  only. 
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15.  Plact  top  shtttt.  halved,  full  length  of  bed.  with 
hea  at  edge  of  head  end  of  nattrese. 

NOTE:  Always  place  linen  over  footboards  or 
cradles.  These  devices  are  used  to  protect  toes 
and  feet  from  pressure. 

16.  Unfold  the  top  sheet  and  place  it  level  with  the 
top  edge  of  the  head  of  the  mattress. 

17.  Place  blanket  over  top  sheet  centered  on  bed  and 
abc^it  eight  (8)  inches  doim  from  the  edge  of  the 
top  sheet. 

18.  Place  bedspread  (centered)  over  top  sheet  and 
blanket,  leave  enough  spread  to  cover  a  pillow  at 
top  edge. 

19.  Niter  lower  corner  of  sheet,  blanket,  and  spread 
together  on  near  side;  allow  to  hang  free. 

20.  Gather  open  end  of  pillowcase  in  one  hand,  full 
length,  and  grasp  pillow  edge  with  same  hand;  with 
free  hand  fit  pillow  corners  into  case.        (HO  2). 

21.  Place  pillow  on  near  half  of  bed  with  open  end  of 
case  away  from  the  doorway:  walk  to  far  side  of  bed. 

22.  Fold  back  on  bed  each  piece  of  linen. 

23.  Pull  mattress  pad  smooth  and  tuck  under  mattress 
from  head  to  foot. 

24.  Pull  bottom  sheet  tight:  tuck  under  head  of 
mattress:  miter  corner;  tuck  in  remainder  of  sheet 
from  head  to  foot. 

25.  Tighten  plastic  draw  sheet:  tuck  in  middle  first, 
then  top  1/3.  and  finally  bottom  1/3. 

26.  Repeat  step  25  with  cotton  draw  sheet. 

27.  Pull  top  sheet  blanket  and  bedspread  straight;  tuck 
under  foot  end  of  mattress. 

28.  Miter  corner  with  sheet,  blanket,  and  spread. 

29.  Place  pillow  in  center  of  head  of  bed;  pull 
bedspread  over. 
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steps  ending  pcoceduce 

30.  Lower  bed  and  recess  bed  cranks. 

31.  Raise  bed  rail  on  opposite  side  of  entry. 
Steps  of  Piocedure  for  Making  an  Occupied  Bed 

A.  Steps  beginning  procedure 

1-4.      See    steps    1*4    of    procedure    for    making  an 
unoccupied  bed. 

B.  Occupied  bedmaking  procedure 

5.  Provide  privacy. 

6.  Raise  bed  to  comfortable  working  position*  side 
rails  up  unless  you  are  working  on  that  side. 

7.  Lower  back  and  knee  rest  until  bed  is  flat,  if 
client's  condition  allows. 

8.  Loosen  the  top  of  bedding  at  foot  of  bed. 

9.  Remove  spread:  fold  spread  to  foot  of  bed: 
remove  by  grasping  center:  place  on  back  of 
chair . 

10.  Remove  blanket  according  to  above  procedure. 

11.  Place  bath  blanket  over  top  sheet.  Ask  client 
to  hold  blanket  in  place  or  tuck  under  client's 
shoulders.  Remove  top  sheet  and  place  in 
laundry  hamper  or  bag, 

12.  Keep  pillow  under  client's  head  and  turn  client 
to  side  of  bed  you  are  not  making. 

13.  Loosen  bottom  bedding;  free  bottom  linen  and 
roll  each  piece  separately  to  the  client's  back. 

14.  Place  mattress  pad  on  bed  lengthwise  with  fold 
in  the  center. 

15.  Place  bottom  sheet  lengthwise  with  fold  in 
center  and  lower  edge  of  sheet  even  with  foot 
of  mattress. 

16.  Tuck  sheet  under  inead  of  mattress.  miter 
corners:  tuck  well  under  side  of  mattress. 

17.  Fanfold  surplus  sheet  close  to  client's  back. 
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18.  Place  cubb«c/plattie  dcav  ibeat  on  middle  1/3 
of  mattcegt:  fanfold  1/2  to  client's  back  and 
tuck  in  neac  tide  only. 

19.  Centec  dcav  aheet:  fanfold  half  to  client 'a 
back:  tuck  othec  end  under  nattceaa. 

20.  Baiae  bed  aide  call;  daaiat  client  in  turning 
and  noving  to  clean  aide  of  bed. 

21.  Hove  and  keep  pillow  undec  client 'a  head. 

22.  Go  to  opposite  aide  of  bed;  lowec  bed  aide  ceil. 

23.  Pull  thcough  all  bottom  linen;  cemove  and 
diacacd  aoiled  linen  in  laundcy  hampec  oc  bag. 

24.  Pull  clean  mattcess  pad  towacd  edge  of  bed  - 
tuck  undec  mattcess. 

25.  Pull  clean  bottom  sheet  towacd  the  edge  of 
bed.  Tuck  it  undec  the  mattcess  at  the  head  of 
the  bed  and  make  a  miteced  cocnec. 

26.  Pull  the  sheet  towacd  foot  of  bed  and  tuck 
undec  mattcess. 

27.  Pull  cubbec  oc  plastic  sheet  and  cotton  dcaw 
aheet;  tighten;  and  tuck  undec  the  mattcess. 

28.  Assist  client  to  centec  of  bed. 

29.  Place  top  sheet  ovec  bath  blanket:  ask  client 
to  ^old  oc  tuck  undec  client's  shouldecs. 

30.  Remove  lath  blanket. 

31.  If  blanket  la  used,  place  ovec  top  sheet;  place 
bedapcead  ovec  blanket  even  with  top  sheet. 

32.  Make  tuck  in  top  linen  at  food  of  bed. 

NOTE:  Make  toe  pleat  by  folding  ovec  two  (2) 
inchea  whece  feet  aca.  (HO-1) 

33.  Tuck  aheet.  blanket,  and  bedapcead  at  foot  of 
bed  undec  mattcess  and  mitec  cocneca  on  each 
aide. 

34.  Change  pillowcaae  and  place  undec  client 'a  head. 
(HO-2) 

5i: 


steps  ending  pcoceduce 

35.  Lowec  bed  and  recess  bed  cranks. 

36.  Both  side  rails  should  be  up. 

37.  Place  call  signal  within  reach. 

38.  Take  dirty  linen  to  laundry  room. 

39.  Wash  your  hands 
Sunmary  and  Conclusion 

A.  Key  points  of  bedmaking. 

B.  Classroom  discussion. 

C.  Review  steps  of  procedures. 
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LESSON  PLAN:  35 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT      VI  PERSONAL  CARE  . 

CLASSROOM  DISCUSSION: 

1.  Nhy  it  linen  stacked  in  the  order  of  use? 

2.  ffhy  should  soiled  linen  be  removed  without  shaking  or 
coning  in  contact  with  the  nurse  assistant's  face  or 
unif ortt? 

3.  When  using  a  footboard,  how  would  you  place  the  top  sheet, 
blanket,  and  spread? 

4.  Nhy  is  it  important  to  complete  as  much  as  possible  on  one 
side  of  the  bed  before  doing  to  the  other  side? 

5.  What  is  the  significance  of  a  clean,  wrinkle-free  bed  for 
the  client? 

6.  How  often  do  you  change  the  bed  linen  of  the  incontinent 
client? 


CLASSROOM,  LABORATORY,  OR  OTHER  ACTIVITIES: 
!•  Show  filmstrip. 

2.  Instructor  demonstrates  unoccupied  bedmaking  procedure. 

3.  Students  practice  unoccupied  bedmaking  procedure. 

4.  Instructor  demonstrates  occupied  bednaking  procedure. 
5»  Students  practice  occupied  bedmaking  procedure. 
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LESSON  PLAN:  35 

COURSE  title:       nurse  ASSISTANT 


l!NIT      VI       :       PERSONAL  CARE  

EVALUATION  ITEMS: 

1.  Describe  the  difference  between  an  unoccupied  and  occupied 
bed. 


2.  Soiled  linens  should  be  placed:     Circle  the  letter  of  the 
correct  answer.) 

a.  On  the  floor 

b.  In  the  clothes  hamper/bag 

c.  On  the  bedside  table 

d.  On  the  chair 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

  3.  By  making  one  side  of  the  bed  and  then  going  over  to 

the  other  side  and  finishing  it.  you  will  save  time 
and  energy. 

  4.  Linen  should  be  changed  once  a  week 
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LESSON  PLAN:  35 

COURSE  TITLE:       NORSE  ASSISTANT  

UNIT      VI       :       PERSONAL  CARE  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  An   unoccupied    bed    is    one    that    is   not    being   used.  An 
occupied  bed  has  the  client  in  it. 

2.  b 

3.  T 

4.  F 
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LESSON  PLAN:  3S 

COURSE  title:      NURSE  ASSISTANT 

WNIT  YI  :       PERSONAL  CARE  

EVALUATION  ITEMS:        NAME  OF  STUDENT: 


BEDMAXING  (UNOCCUPIED/OCCUPIED) 


EQUIPMENT: 

1.  Pillovcat* 

2.  Plastic  pillow  covar 

3.  Badspread 

4.  Blanket 

5.  Top  aheat 

6.  Cotton  pad  or 
(optional) 

5.  Bath  blanket 

6.  soap  and  soap  dish 

7.  Powder  (optional) 


7.  Cotton  draw  sheet 

8.  Plastic  or  rubber 
draw  sheet 

9.  Bottom  sheet 

10.  Mattress  pad  or  cover 

11.  Laundry  hamper  or  bag 


t     AtD  M  ITimnT 

1  likiDL 

1   A.   SUf  ■  btgltiiiint  f  r-^ctduM 

1  1. 

1  a. 

Amni«  MetfMfT  linwit  in  ordtr  to  b«  ttf«d« 

1  3. 

Xdmiify  tad  $r««i  dU«ii*   Xdtniify  ftlf « 

1  4. 

^Uin  ftfottduM  to  •liani* 

1  B.  OBOCCUfM  WdBrtim  froetdurt 

1  S. 

lalM  Wd  U  Mgh  fotiiiont  loimr  b«d  nilf. 

1  4. 

Bmov«  fillaw,  •trif  fillovcMt. 

1  7. 

atrif  M»  fUM  folM  Ham  in  baiptr  or  bag* 

1 

Itafh  md  df7  MiiMtt  if  toilad. 

1  f. 

1  

PUt%  MtiMtt  fad  on  bad  and  full  OAoeth. 

t       1  1 
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t    DID  THE  STUDBMT                                                                               !  YRS  !    MO  ! 

!  10. 

Unfold  bottom  shoot  on  bod,  full  longth,  with  bottom     i        !  i 

horn  at  bottom  odgo  of  mtttrott.                                  1        1  | 

!  11. 

Tuck  in  hoad  and  of  bottom  thaat  and  mi  tar  eornar.        i        i  i 

!  12. 

\    !  ! 

Tuck  in  HMC         of  bottom  •h^^t,  working  from  h^ad     i        i  i 

to  foot*                                                                    !        !  i 

!  13. 

 !  !  ! 

Folding  plastic  draw  thaat  in  half,  placa  on  middla      i        i  i 

1/3  of  mattraaa;  tuck  in  naar  a' Ja  only.                      i        i  i 

i  14. 

 ! — ! — r 

Folding  cotton  draw  ahaat  in  half t  placa  ovar  plastic    !        t  t 

draw  ahaat  and  tuck  naar  aida  only*                             1        !  i 

!  15. 

I        I  I 

Placa  top  ahaat t  halvad,  full  langth  of  bad,  with  ham    i         I  ! 

at  adga  of  tha  haad  of  tha  mattraaa*                            !         !  ! 

1          16  • 

Unfold  tha  top  ahaat  and  placa  it  laval  with  tha  top     i        i  i 

adga  of  tha  haad  of  tha  mattraaa*  ill 

1  17. 

Placa  blankat  ovar  top  ahaat  cantarad  on  bad  and  about  !        !  ! 

aight  (8)  inchaa  down  from  tha  adga  of  tha  top  ahaat*    !        !  ! 

1  18. 

I        I  I 

Placa  badapraad  (cantarad)  ovar  top  ahaat  and  blankat;  i        i  i 

laava  anough  apraad  to  covar  a  pillow  at  top  adga*        i        i  1 

!  19. 

Mitar  lowar  comar  of  ahaat,  blaurrat,  and  apraad           i        i  i 

togathar  on  naar  aida;  allow  to  hand  fraa*                   i        i  ! 

t  20. 

Gathar  opan  and  of  pillowcaaa  in  ona  hand,  full  langth,!        i  ! 

and  graap  pillow  adga  with  aama  hand;  with  fraa  hand     i        i  ! 

fit  pillow  comara  into  caaa*                                      i        i  ! 

t  21. 

Placa  pillow  on  naar  half  of  bad  with  opan  and  of  caaa  t        t  1 

away  from  tha  doorway;  walk  to  far  aida  of  bad.            1        1  1 

t  22. 

Fold  back  on  bad  aach  piaca  of  linan                           1        i  1 

away  from  tha  doorway;  walk  to  far  aida  of  bad.            1        1  1 
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t     DID  THI  STOPgMT 


23.    Pull  Mttrtst  pi^d  tnooth  and  tuck  und«r  uttrMS  from 
h«ad  to  foot. 


JIQ. 


24.    Pull  bottom  nhmmt  tight;  tuck  und«r  hMd  of  mattrMs; 
altar  cornar;  tuck  In  ramalndar  of  ahaat  from  haad 
to  foot. 


25.    Tlghtan  plaatlc  draw  ahaat;  tuck  In  mlddla  flrat,  than 
than  top  1/3,  and  finally  bottom  1/3. 


26.    Sapaat  atap  25  with  cotton  draw  ahaat. 


27.    Pull  top  ahaat,  blankat,  and  badtpraad  atralght;  tuck 
undar  foot  and  of  mattrasa. 


28.    Hltar  comar  with  ahaat,  blankat,  and  apraad. 


29.    Placa  plllcw  In  cantar  of  haad  of  bad;  pull  badspraad 
ovar. 


C.    Stapa  andlng  procadura 

30.    Lowar  bad  and  racaaa  bad  cranka. 


31.    Ralaa  bad  rail  on  oppoalta  alda  of  antry. 


Making  an  Occuplad  Bad 

A.    Stapa  baglnnlng  procadura 

1-4.    'Somplata  atapa  1-4  of  unoccuplad  badmaklng  procadura. 


5.    Provlda  privacy. 


6.    Ralaa  bad  to  comfortabla  workina  position;  alda  rails 
up  (unlaaa  ha/aha  la  lurking  on  that  alda.) 


7.    Lowar  back  and  knaa  raat  until  bad  la  flat,  If  cllant'a 
condition  allowa. 
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!    DID  THE 

STUDMT                                                                                   !  YBS  ! 

MO  i 

t  t. 

Looiwi  tha  top  of  bidding  at  foot  of  b«d.                    !  i 

t  9. 

Rmmvo  fprvad;  fold  tpraad  to  foot  of  bad;  ramova  by     f  1 
traiplng  eantar;  plaea  on  back  of  chair.                      1  1 

! 

t  10. 

Ramova  blankat  according  to  abova  procadura.                1  1 

1 

t  11. 

Placa  bath  blankat  ovar  top  ihaat.    Aik  cllant  to  hold  f  f 
blsnkat  In  placa  or  tuck  undar  cllant* ■  ihouldari.        f  f 
Ramova  top  ihaat  and  placa  in  laundry  hangar  of  bag.     f  f 

i 

t  12. 

Kaap  pillow  undar  cliant'i  haad  and  turn  cliant  to  lida!  f 
of  bad  ha/iha  ii  not  making.                                      1  t 

1 

1  13. 

Loosan  bottom  badding;  frta  bottom  linan  and  roll  aach  !  f 
piaca  of  linan  laparataly  to  tha  cliant'i  back.             !  f 

t  14. 

Placa  mattraii  pad  or  bad  langthwisa  with  fold  in          !  1 
can tar.                                                                   t  t 

!  15. 

Placa  bottom  ihaat  langthwiie  with  fold  in  cantar  and    f  ! 
lowar  adga  of  ihaat  avan  with  foot  of  matt  ran.             !  ! 

j 

t  1«. 

Tuck  ihaat  undar  haad  of  mattraiu;  mitar  comeri;  tuck  !  ! 
wall  undar  lida  of  nattraii.                                      !  ! 

f  17. 

Panfold  lurplui  ihaat  cloia  to  cliant'i  back-               t  ! 

! 

t  18. 

Placa  rubbar/plaitic  draw  ihaat  on  middla  1/3  of           f  f 
mattraii;  fanfold  1/2  to  cliant'i  back  and  tuck  in        !  f 
naar  lida  only.                                                        !  f 

i 

t  19. 

Cantar  draw  ihaat;  fanfold  half  to  cliant'i  back;  tuck  !  f 
othar  and  undar  mattraii.                                          f  f 

i  20. 

Raisa  bad  lida  rail;  aiiiit  cliant  in  turning  and         !  t 
moving  to  claan  lida  of  bad.                                        i  1 

RIC 
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!     DID  THE  STUDEHT                                                                                   !  YES  !    MO  t 

nu w  siio  K K *  «^ aow  unu vc^  w ji * viib  •  itw«u  ■                           •           •  • 

i  22. 

60  bo  oppotibt  tidt  Of  btd;  lomr  btd  tids  nil.           i        i  i 

Diiii  f>if*Aii*H  All  l)of.f.ofli  llnAn*  rMiovtt  And  dlflCArd            !          !  I 

! 

aAltftil   1  ln*ii   In   lAUndPV  llAlDDttP  OP  bftS.                                        !             !  ! 

t  24. 

Pull  cUan  ubbrttt  pad  toward  adga  of  bad;  buck  undar  !        I  ! 

I 

1IIAfrfrff*Aflfl  III 

t  25. 

Pull  claan  bottom  ahaat  toward  tha  adga  of  bad.   Tuck    !        !  ! 

if.  iiniiar  thm  nattrttfli  at  tha  haad  of  tha  bad  and  naka    !        !  t 

1 

a  mitarad  comar.                                                      <        <  ^ 

t  26. 

Pull  tha  ahaat  toward  foot  of  bad  and  tuck  undar           !        !  ! 

I 

i  27. 

Pull  rubbar  or  plat tic  ahaat  and  cotton  draw  ahaat;       !        !  t 

f  IvK^An*    OMii   fiitf^V  imilAff*  fhft  IlkAttPAflfl .  Ill 
bXgnbSn  f    •no    fcWwiW  UnuVK^              m»i#i#fc  mmm  ■                                                 «               •  • 

1  9ft 

kmmKm¥          *nf   ¥  A  fiAnf.aP  of  bttd  III 

t  29. 

Placa  top  ahaat  ovar  bath  blanket;  aak  rasident  to  hold!        t  1 

or  tuck  undar  cxianta  anouxaara-                                 >        >  * 

.; 

t  30. 

Rwnov*  bath  blankst.                                                 i        •  ' 

t  31. 

If  blanket  ii  ut«d.  pl«c«  ov«r  top  ihttt;  pl«ce            1        1  ! 

VIamIta^   AV*n  with            Shftttt .  Ill 

D^Qspraao  ovar  oxsnxab  •vwn  w^bu  wwj*                              *         »  • 

!  32. 

Maka  tuck  in  top  linan  at  foot  of  bad.                         1        1  i 

1  33. 

Tuck  ahaat,  blankat,  and  badapraad  to  foot  of  bad  undarl        1  1 

mattraaa  and  mitar  comara  on  aach  aida.                      1        1  1 

1  34. 

Changa  pillowcaaa  and  placa  undar  cliant's  haad.           1        1  1 

5C0 


f  DM  THI  STUDMT                                                                                1         !  ! 

t  C.   8t«pt  Midlns  proeadura                                                       1        !  t 

1        SS.    Lowar  bad  and  raeati  bad  erankt.  If  not  an  olaetrle      t        f  f 
1               bad.                                                                          1        1  1 

t  36. 

Both  tida  rails  should  ba  up.  ! 

!  37. 

Plaea  call  signal  within  raaeh.  t 

t  38. 

Taka  dirty  llnaa  to  laundry  roon.  t 

t  39. 

Wash  hands.  ! 

Thm  ttudmt  hat  satitfac'^orlly  conqplatad  tha  procadura 
(UNOCCUPIED/OCCUPIED)"  according  to  the  a taps  outlined. 
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Znatructor*a  algnatura 
(Varlfylng  Satlafactory  Cotnplatlon) 


Data 
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MAKING  A  MITERED  CORNER  S  TOE  PlEAT 
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LESSON  PLAN:  36 

COURSE  TITLE:       NURSE  ASSISTANT  . 

UNIT  VI  :       PERSONAL  CARE   

SCOPE  OF  UNIT: 

This  unit  covers  all  aspects  of  personal  care  that  affect  a 
client's  personal  hygiene  and  general  comfort.  It  includes  the 
following  procedures:  bathing..  bedmaking.  oral  hygiene* 
shaving,  skin  care,  peri  care,  hair  care,  nail  care,  dressing, 
and  undressing. 

INFORMATION  TOPIC:       VI-36  OR  DEMONSTRATION:  VI-36 

ORAL  HYGIENE 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Define  terms  presented  in  this  lesson. 

2.  List  four  purposes  of  oral  hygiene. 

3.  List  three  observations  the  nurse  assistant  can  make  while 
giving  oral  hygiene. 

4.  Recognize  four  key  points  in  the  care  of  dentures. 

5.  Demonstrate   assisting   with   oral   hygiene   according   to  the 
steps  of  procedure. 

6.  Demonstrate   administering  oral  hygiene   to  the  helpless  or 
unconscious  client  according  to  the  steps  of  procedure. 

7.  Demonstrate   how  to   provide   denture   care   according   to  the 
steps  o£  procedure. 


•SUPPLEMENTARY  TEACHING/LfciARNING  ITEMS: 

1.  Trainex  filmstrip  #269:  "Oral  Hygiene" 

2.  Projector 

3.  Cup  or  glass 

4.  Emesis  basin 

5.  Water 

6.  Toothbrush 

7.  Hand  towel 

8.  Toothpaste,  powder,  or  denture  cleanser 

9.  Mouthwash 

10.  Denture  cup  (if  applicable) 

11.  Clean  washcloth,  towel 

12.  Tongue  depressor 

13.  Lemon  and  glycerine  swab,    toothette.    or   other   mouth  care 
swab 

14.  Lip  balm 
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TEACHER  RESOURCES; 


INTRODUCTION: 


Oral  hygiene  is  the  cleaning  and  cace  of  the  teeth,  gums,  and 
inside  surfaces  of  the  mouth.  Plaque  is  a  sticky,  transparent 
bacterial  film  found  on  the  teeth.  If  plaque  is  not  removed* 
it  will  react  with  ^ugar  from  foods  eaten  to  produce  an  acid 
and  toxins  which  can  dissolve  the  outer  covering  of  the  teeth 
causing  decay  and  irritation  of  gums.  Eventually  it  can  lead 
to  loss  of  teeth.  Good  brushing  and  mouth  care  can  remove  the 
plaque . 

Think  about  how  your  mouth  tastes  upon  waking  up  in  the  morning 
or  by  the  end  of  the  day.  It  can  definitely  affect  your 
appetite  and  the  way  you  feel .  Halitosis  can  prevent 
communication  from  occurring:  it  is  uncomfortable  to  be  around 
someons!  who  has  "bad  breath. 

Many  of  the  clients  cannot  carry  out  this  procedure  by 
themselves;  others  may  only  need  for  you  to  prepare  everything 
for  them.    See  that  clients  get  proper  mouth  care. 
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LESSON  PLAN:  36 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT   :       PERSONAL  CARE 


I.  Terms  and  Definitions 

A.  Halitosis  -  bad  breath 

B.  Plaque  -  sticky,  transparent  bacterial  film  found  on 
the  teeth  (CD-l) 

II.  Key  points  of  Oral  Hygiene 

A.  A  clean  mouth  and  properly  functioning  teeth  are 
ebsential  for  physical  and  mental  well-being  of  the 
client. 

B.  Purposes  of  oral  hygiene  (mouth  care) 

1.  Prevent  inlections  in  mouth. 

2.  Remove  food  particles  and  plaque 

3.  Stimulate  circulation  of  gums 

4.  Eliminate   bad   taste    in  mouth,    thus   food   is  more 

C.  A  Client  should  have  oral  hygiene  at  the  following 
times: 

1.  After  meals  and  at  h.s. 

2.  The    unconscious    client    requires    mouth    care    q  2 
hours . 

a.  He/she  usually  breathes  only  through  the  mouth 
causing  secretions  to  stick  on  surfaces  of  the 
mouth. 

b.  Always  keep  the  head  turned  to  the  side  to 
allow  for  secretions  to  drain  from  the  mouth 
and  preventing  them  from  collecting  at  the  back 
of  his/her  throat  which  could  result  in 
choking.  (CD-5) 

D.  Specific  observations  to  make 

1.  Tooth  decay  (blackened),  any  loose  or  broken  teett 

2.  Red  OL  swollen  gums 
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3.  Sores  or  whit*  patches  in  the  mouth  or  on  the  tongue 

4.  Changes  in  eating  habits 

NOTE:  If  client  avoids  foods  that  require  a  lot  of 
chewing  it  may  indicate  pain  in  mouth. 

5.  Ill-fitting  dentures 

i.  an  mouth-care  equipment  (toothbrush,  cup.  toothpaste) 
of  the  client  should  be  labeled  with  his/her  name  to 
prevent  mixing  up  equipment.  This  could  be  a  source  of 
spreading  infection. 

P.  Dilute  mouthwash  since  it  has  such  a  strong  flavor: 
1/2  part  mouthwash  to  1/2  part  water.  (CD-4) 

Q.  Mouthwash  does  not  replace  the  need  to  brush  teeth;  it 
only  makes  the  mouth  taste  fresher. 

III.  Key  Points  of  Denture  Care 

A.  Handle  dentures  (false  teeth)  carefully  to  prevent 
damage;  they  are  expensive  to  replace.  (CD-6) 

B.  Keep  dentures  in  water  when  not  in  the  mouth  to  prevent 
warping;  never  use  hot  water  to  clean  or  store  them,  it 
could  also  cause  warping. 

C.  Soaking  dentures  in  denture  solution  does  not  eliminate 
the  need  for  daily  brushing. 

D.  Denture  cup  should  be  labeled  with  client's  name. 
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LESSON  PLAN:  36 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT      VI       :       PERSONAL  CARE 


ERIC 


IV.  steps  of  Procedure  to  Assist  With  Oral  Hygiene 

A.  Steps  beginning  procedure 

1.  Wash  your  hands. 

2.  Assemble  necessary  equipment  for  client. 

3.  Identify  and  greet  client.     Identify  self. 

4.  Explain  what  you  are  going  to  do 

5.  Hear  disposable  gloves  if  assisting  client  with 
procedure. 

6.  Provide  privacy. 

B.  Assist  with  oral  hygiene  procedure 

7.  Dilute  mouthwash  (1/2  mouthwash  to  1/2  water) « 

8.  Assist  client  to  bathroom  or  upright  sitting 
position. 

9.  Pour  water  over  toothbrush;  instruct  or  assist 
client  to  put  a  small  amount  of  toothpaste  on  the 
toothbrush. 

10.  Instruct  or  assist  client  to  brush  along  gumline. 
then  brush  teeth  up  and  down  on  both  sides. 

11.  Brush  the  biting  surfaces  of  the  molars  with  a  back 
and  forth  motion. 

12.  Brush  the  tongue  gently. 

13.  Instruct  or  assist  client  to  rinse  his/her  mouth 
with  water:  hold  emesis  basis  under  client  *  s  chin 
with  one  hand. 

14.  Allow  client  to  spit  into  emesis  basin  or  sink: 
wipe  lips  with  towel. 

15.  Provide  client  with  mouthwash  (may  use  a  straw): 
instruct  client  to  swish  around  in  mouth  and  spit 
out. 

NOTE:    Instruct  client  not  to  swallow  mouthwash. 

567 

523 


i 

16.  Allow  client   to   spit   into   emisis  basin  or  sink: 
wipe  lips  with  towel. 

17.  Lubricate  lips  with  lip  balm  (CD-3) 
Steps  ending  procedure 

18.  Remove,  clean*  and  store  equipment. 

19.  Wash  hands:  wash  client^s  hands. 

20.  Make  client  comfortable. 

21.  Record  observations. 

NOTE:    Report  anything  unusual  to  charge  nurse. 

Steps  of  Procedure  for  Oral  Hygiene  for  Helpless  or 
Unconscious  Client 

A.  Steps  beginning  procedure 

1-6.  See  steps  1-6  of  assist  with  oral  hygiene  procedure. 

B.  Oral  hygiene  for  helpless  client  procedure. 

7.  Move  the  client  to  the  side  of  the  bed  nearest  you. 

8.  Spread  towel  under  client's  rhin. 

9.  Moisten    wash    cloth    over    the    emesis    basin  with 
diluted  mouthwash. 

10.  Client  without  teeth:  Wrap  the  wet  cloth  securely 
around  a  tongue  depressor  to  clean  the  tongue  and 
inside  surfaces  of  mouth. 

Client  with  teeth:  Wra?  the  wet  cloth  securely 
around  a  tongue  depressor  to  clean  the  tongue  and 
inside  surface  of  mouth. 

11.  Moisten  toothbrush  with  diluted  mouthwash.  Brush 
gumline  and  teeth  in  up*and*do%m  motion  on  both 
sides. 

12.  Wipe  lips  with  a  towel. 

13.  Apply  lip  balm  to  the  client's  lips. 

C.  steps  ending  procedure 

14-17.    See   steps   18-21   of   assist   with   oral  hygiene 
procedur  . 
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VI.  steps  of  Procedure  for  Denture  Care 

A.  Steps  beginning  procedure 

1-6.  See  steps         of  assist  with  oral  hygiene  procedure. 

B.  Denture  care  procedure 

7.  Ask  tt  -  client  to  remove  dentures  or  run  your 
fingers  along  the  top  of  the  upper  gum  as  you 
gently  push  the  upper  edge  of  th«  denture  forward 
and  down.  Lower  dentures  can  be  removed  the  same 
way  along  the  lower  gumline;  push  forward  and  up. 

8.  Place  dentures  in  clean  denture  cup. 

9 .  Provide  water  or  diluted  mouthwash  to  rinse  the 
mouth  of  food  particles. 

10.  Allow  client  to  spit  into  emesis  basin  or  sink. 

11.  Have  client  wipe  mouth  with  towel  or  tissue. 

12.  Apply  lip  balm  to  lubricate  lips. 

13.  Fill  a  cle;»n  sink  1/2  full  of  cool  water  or  place  a 
clean  washcloth  on  bottom  of  sink. 

14.  Brush    dentures     thoroughly    using    toothbrush  and 
denture  cleanser. 

15.  Rinse  dentures  with  cool  water  and  place  in  a  clean 
cup. 

16.  If  client  wants   to  wear  dentures,   replace  them  in 
mouth  (upper  plate  first). 

17.  If  client  is  not  going  to  wear  dentures,  store  in  a 
clean  denture  cup  filled  with  appropriate  solution. 

C.  Steps  ending  procedure 

18-21.  See    steps     18-21    of    assist    with    oral  hygiene 
procedure. 

VII.  Summary  and  Conclusion 

A.  Terms  and  definitions 

B.  Key  points  of  oral  hygiene 

C.  Key  points  of  denture  care 

D.  Classroom  discussion 


B«  Review  steps  of  procedures 
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LESSON  PLAN: 


COURSE  title:       NURSE  ASSISTANT  ,  

UMIT      VI       :       PERSONAL  CARE  

CLASSROOM  DISCUSSION: 

1.  What  is  plaque? 

2.  If  plaque  i.i  not  removed,  what  will  happen? 

3.  What  is  the  purpose  of  lip  bain? 

4.  What  can  you  do  to  nake  mouthwash  nore  acceptable  to  the 
client? 

5.  Why  do  you  not  give  the  unconscious  client   mouthwash  to 
rinse  his/her  mouth  with? 

6.  What   can  the   nurse  assistant  do  to  protect  the  client's 
dentures  from  breakage  when  cleaning  them? 


CLASSROOM,  LABORATORY,  OR  OTHER  ACTIVITIES: 

1.  Show  filmstrips. 

2.  Instructor  demonstrates  assisting  with  oral  hygiene. 

3.  Students    practice    assisting    with    oral    hygiene.  Have 
students  brush  each  other's  teeth. 

4.  Instructor    demonstrates    providing    oral    hygiene    to  the 
helpless  client. 

5.  Students    practice    giving    oral    hygiene    to    the  helpless 
client. 

6.  Instructor  demonstrates  giving  denture  care. 

7.  Students  practice  giving  denture  care. 


LESSON  PLAN:  36 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VI       ;       PERSONAL  CARE  

EVALUATION  ITEMS: 

1.  Define  the  teem  halitosis. 

2.  Whc  ^  is  plaque? 

2.    List  the  four  purposes  oc  oral  hygiene, 
a. 
b. 
c. 
d. 

4.    List  three  observations  the  nurse  assistant  can  make  while 
giving  oral  hygiene. 

a. 

b. 

c 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

  5.  oral  hygiene  should  only  be  done  at  h.s. 

  6.  The    unconscious    client    needs    mouth    care    every  2 

hours • 

  7.  Dentures  should  be  cleaned  over  a  sink  half  full  of 

water  or  with  a  clean  washcloth  on  che  bottom. 

  8.  Dentures  cannot  become  warped. 

  9.  It   is   not   necessary  to  brush  the  dentures   if  they 

have  been  soaking  in  a  cleaning  solution  overnight. 

  10.  It  is  very  important  that  the  denture  cup  is  labeled 

with  the  owner's  name  so  they  can  be  identified. 
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LESSON  plan:  36 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT      VI       :       PERSONAL  CARE 


ANSWERS  TO  EVALUATION  ITEMS: 

1.  Halitosis  -  bad  breath 

2.  Plaque  -  sticky*    transparent  bacterial  film  found  on  the 
teeth 

3.  a.  Prevent  infection  in  the  mouth 

b.  Remove  food  particles  and  plaque 

c.  Stimulate  circulation  of  gums 

d.  Eliminate  bad  taste  in  mouth 

4.  The  student  may  list  any  three  of  the  following: 

a.  Tooth  decay  (blackened) «  and  loose  or  broken  teeth 

b.  Red  or  swollen  gums 

c.  Sores  or  white  patches  in  the  mouth  or  on  the  tongue 

d.  Changes  in  eating  habits 

e.  Ill-fitting  dentures 

5.  F 

6.  T 

7.  T 

8.  F 

9.  F 
10.  T 
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LESSON  PLAN:  36 

COURSE  TITLE: .     NURSE  ASSISTANT 


UNIT      VI       :       Pt:?SONAL  CARE 


EVALUATION  ITEMS:         NAME  OF  STUDENT:   

ORAL  HYGIENE 

EQUIPMENT: 

!•  Cup  or  glass 

2.  Emesis  basin 

3.  Hater 

4.  Toothbrush 

5.  Hand  towel 

6.  Toothpaste,  powder,  or  denture  cleanser 

7.  Mouthwash 


1    DID  THB  STUDEMT                                                                                   !  YE?  1    MO  ! 

1    Atilst  with  Oral  Hvfti«n«                                                              1         1  1 

t    A.    St«pa  b«sinnins  proc«dur«                                                   t         t  1 

1  1. 

Wath  hand! .                                                                 t        t  1 

1  2. 

Arranta  nacattary  aquipmant  for  eliant.                        1        1  1 

1  3. 

Idantify  and  graat  cliant.    Idantify  aalf.                    t        t  1 

1  4. 

Explain  procadura  to  cllant.                                       1        t  t 

t  5. 

Waar  diapoaabla  glovaa.                                               f        t  1 

1  «. 

Provlda  privacy.                                                        t        t  I 

1  B.   Aatiit  with  oral  proc«dur«                                                t        t  1 

\  7. 

Dlluta  Aouthwaah  (1/2  aouthwaah  to  1/2  watar).              I        t  i 

t  S. 

Aaalat  cllant  to  bathroom  or  upright  alttlnt  poaltlon.  t        t  1 

1  9. 

Pour  watar  ovar  toothbruah;  Inatnict  or  atalat  cllant    t        1  1 

amount  of  toothpaata  on  tha  toothbrush.                        1        1  1 
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!    DID  THE  STUDENT  • 

YES  !    NO  ! 

!        10.    Instruct  or  assist  client  to  bn^^sh  along  gumline,  then  ! 
!               brush  teeth  up  and  down  on  both  sides.  ! 

f  f 
f  f 

i  ! 

t  t 

!        11.    Brush  the  biting  surfaces  of  the  molars  with  back-and-  ! 
!               forth  motion*  ' 

t  t 
t  f 

!  ! 
!  ! 

!        12.    Brush  the  tongue  gently.  i 

i  t 
!  ! 
!  ! 

!             .    Instruct  or  assist  ciienc  co  rinse  nxo/ner  mou^n  ifxbn 
!               water;  hold  emesis  basin  under  client* s  chin  with  one  1 
!                hand . 

!  ! 
f  t 

{  t 

1  t 

•  ! 

1            14.     Allow  ClienC  wO  spiX  mco  SIuvSXS  ^msxii         bxuki  tvx|#« 

!               lips  with  towel. 

!  ! 
'          !  ! 

1                        Dv«/\t»4  4A  tf*l4Anf>  inmifKwflah   (fHAV  iiftA  A  fl^PAW)  1  inStlTlCt 

!                client  to  swish  around  in  mouth  and  spit  out, 
!                cautioning  client  not  to  swallow/ 

!          !  ! 
!          !  ! 
!          !  ! 
!          !  ! 

!        16.    Allow  client  to  spit  into  emesis  basin  or  f>lnk;  wipe 
!               lips  with  hand  towel. 

!          !  ! 
1          t  t 

1          t  t 

1          t  t 

!        17.    Lubricate  lips  with  lip  balm. 

)          t  t 

!         !  ! 
)         f  t 

!  C.    Steps  ending  procedure 

!        18.    Remove,  clear*,  and  store  equipment, 
t 

t         t  t 

•  •  * 

f     f  t 

f         f  ! 
»          !  ! 

•  •  • 
t                    t  t 

t                                                                                                          !          !  ! 
• 

!        19.    Wash  hands,  wash  client's  hands.                                  *        *  ' 
f                                                                                                 !         !  ! 

,                                                                                                          !          !  I 

!        20.    Make  cliertl  comfortable.                                               •  ' 

1                                                                                                 !         !  ! 

,                                                                                                          !          I  ! 
!        21.    Record  observations,  reporting  anything  unusual  to        !         !  : 
!               charge  nurse.                                                             '         •  ' 
!                                                                                                                !          !  ! 
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!     DID  THE  STUDENT                                                                                     !  VES  ! 

MO  ! 

!  Oral  Hysians  for  Heloless  or  unconscious  Client                          i  ! 

i  A.    Steps  beginning  procedure                                                    i  ! 

i  1-6. 

Complete  steps  1-6  of  assist  with  oral  hygiene               i  ! 
procedure.                                                                    1  ! 

\ 

!  B.    Oral  Hygiene  for  helpless  client  procedure.                           !  i 

— \ 

!  7. 

Move  the  client  to  the  side  of  the  bed  toward  him/hor.  !  ! 

i  8. 

Spread  towel  under  client's  chin.                                   i  ! 

!  9. 

Moisten  wash  cloth  over  the  emesls  basin  with  diluted    !  ! 
mouthwash .                                                                    i  I 

j 

!  10. 

Client  without  teeth:    Wrap  the  wet  cloth  around  his/    !  ! 
her  fingers  and  clean  the  tongue  and  inside  surfaces  off  '  ! 
mouth.                                                                            !  i 

; 

!  11. 

Moisten  toothbrush  with  diluted  mouthwash.    Brush          !  ! 
gumllne  and  teeth  In  up-and  down  motion  on  both  sides.  !  ! 

; 

i  12. 

Wipe  lips  with  a  towel.                                                  1  ! 

\ 

!  13. 

Apply  lips  balm  to  the  client* s  lips.                             i  ! 

!  Denture 

Care                                                                                  !  ! 

j 

!  A.    Stepp  beginning  procedure                                                      !  ! 

! 

!  1-6. 

Complete  sb  ps  1  through  5  of  assist  with  oral  hygiene  !  ! 
procedure.                                                                    !  ! 

1 

!  B.    Steps  beginning  procedure                                                      !  ! 

!  7. 

Ask  the  client  to  remove  dentures  or  remove  client* s     !  ! 
dentures .                                                                       !  ! 

f  8. 

Place  dentures  in  clean  denture  cup.                              i  ! 

t  f 
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!    DID  THE 

STUDENT 

!  YES 

t 

NO  ! 

!  9. 

! 

Provide  water  or  diluted  Mouthw&sh  to  rinse  the  mouth 
of  food  particles. 

! 
! 

\ 

t 

\ 

\ 

! 



!  10. 

Allow  client  to  spit  into  eaesis  basis  or  sink. 

! 

! 
t 

! 

!  11. 

Have  client  wipe  mouth  with  towel  or  tissue. 

1 

• 

1 
t 

t 
• 

S 

! 

!  12. 

Apply  lip  balm  to  lubricate  lips. 

t 
• 

J 
! 

! 
! 
« 

!  13. 

Fill  a  clean  sink  1/2  full  of  cool  water  or  place  a 
clean  washcloth  on  bottom  sink. 

1 

! 
! 
! 

f 

! 

!  14. 

Brush  dentures  thoroughly  using  toothbrush  and  denture 
cleanser. 

! 
1 

! 
1 

! 

!  15. 

Rinse  dentures  with  cool  water  and  plac^  in  a  clean 
cup. 

! 
1 

f 

! 
t 

• 

!  16. 

If  client  wants  to  wear  dentures*  replace  them  in 
mouth. 

! 

t 

! 
t 

! 

!  17. 

If  client  is  not  going  to  wear  dentures,  store  in  a 
clean  denture  cip  filled  with  appropriate  solution. 

! 

t 

• 

f 

! 
t 

!  C.    Steps  ending  procedure 

t 

• 

! 

! 

t 
• 

! 

i  18-21. 

Complete  steps  18-21  of  assist  with  oral  hygiene 
procedure. 

! 

! 
t 

The  student  has  satisfactorily  completed  the  procedure  "ORAL  HYGIENE" 
according  to  the  steps  outlined. 


Instructor's  signature 
(Verifying  Satisfactory  Completion) 
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LESSON  PLAN:   37  

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT      VI       ;       PERSONAL  CARE  

SCOPE  OF  UNIT: 

This  unit  covers  all  aspects  of  personal  care  thdt  affect  a 
client's  personal  hygiene  and  general  comfort.  It  includes  the 
following  procedures:  bathing*  bedmaking,  oral  hygiene* 
shaving*  skin  care,  peri  criro.  Iiair  care,  nail  care,  dressing, 
and  undressing. 

INFORMATION  TOPIC:  VI-37        OR  DEMONSTRATION:  VI-37 

SHAVING 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Recognixo  i.hroe  key  points  related  to  shaving. 

2.  Demonstrate  how  to  shave  a  client  according  to  the  steps  of 
procedure. 


SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  HO  1:  Shaving  the  Client 

2.  Basin/sink  of  hot  water 

3.  Razor  (safety  or  electric) 

4.  Mirror 

5.  Shaving  cream 

6.  Washcloth 

7.  Pre-shave  lotion  (electric) 

8.  After-shave  lotion 
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TEACHER  RESOURCES : 


INTRODUCTION: 


A  clean  (Shaven  face  is  necessary  foe  the  male  client  to  feel 
and  appear  neat  and  well-kept  in  his  appearance.  Some  men  need 
to  be  shelved  daily;  others  need  it  less  often. 

As  the  female  client  grows  older,  she  also  may  have  excessive 
facial  hair.  This  can  be  embarrassing.  Many  females  do  shave 
and  should  be  offered  assistance  when  needed. 

The  equipment  used  depends  upon  whdl  is  in  the  client's  home  or 
at  the  facility.  The  following  procedures  discuss  the  use  of 
either  a  safety  or  electric  razor.  This  may  be  a  very  new 
experience  for  you,  take  your  time  and  follow  the  steps  in  the 
procedure. 


LESSON  PLAN:  37 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT      VI       :       PhRbCNAL  CARE  

I.  Key  points  of  Shaving 

A.  P«rforni  shaving  procedure  in  the  client's  bedroom  or 
bathroom,  not  in  a  public  area, 

B.  Soften  the  beard  with  a  warm,  wet  washcloth. 

C.  Always  apply  lather  or  shaving  cream  before  shaving 
with"  a  safety  razor.  This  also  helps  to  soften  the 
beard  and  prevents  irritating  the  skin. 

D.  For  a  comfortable  and  easy  shave,  remember  to  shave  in 
the  direction  that  hair  grows;  downward  over  the  cheeks 
and  chin;  upward  over  the  neck  area. 

E.  Apply  an  antiseptic,  such  as  alcohol,  if  the  skin  is 
nicked  or  apply  pressure  using  a  clean  cloth  for  a 
minute  or  so  until  oozing  stops. 

F.  Electrical  appliances  should  not  be  used  in  the 
bathroom. 

G.  Use  the  client '  s  own  razor ;  if  using  the  f acility '  s 
electric  razor,  clean  the  part  that  comes  in  contact 
with  the  skin  with  alcohol  before  and  after  using. 
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LESSON  plan:  37 


COURSE  TITLE:  NURSE  ASSISTANT 
UNIT  VI       :       PERSONAT.  CARE 


II.  Steps    ^  Procedure  for  Safety  Razor  Method 

A.  Steps  beginning  procedure 

1.  Wash  your  hands. 

2.  Assemble  necessary  equipment. 

3.  Identify  and  greet      client      Identify  self. 

4.  Explain  what  you  are  going  to  do. 

5.  Provide  privacy. 

B.  Safety  razor  procedure 

6.  Position  client  in  chair  or  sitting  position  in  bed 
in  well-lit  area. 

7.  Spread  towel  under  client's  chin. 

8.  Wet  face  with  warm  water. 

9.  Apply  shaving  cream  1/8"  thick  to  face.  (CD-I) 

10.  Leave  lather  in  plricc^  about  15-30  seconds.  (CD-2) 

11.  Start  stroking  downward  with  razor  unJer  sideburns 
and  work  downward  over  the  cheek.  (CD-3) 

12.  Continue  over  the  chin.     Work  upward  on  neck  under 
the  chin.    Use  short,  firm  strokes. 

13.  Rinse  the  razor  often  in  hot  water. 

14.  Shave  area  around  lips  carefully. 

NOTE:     You  may  need  to  stretch  skin  (CD-4) 
gently  to  shave  in  creases  and  sensitive  areas. 

15.  When  finished  shaving,  wash  the  face  of  any  excess 
soap  or  lather. 

16.  Pat  face  dry  with  a  towel. 

17.  Apply  after-shave  lotion  in  the  client  requests  it 
or  if  it  is  par^.  of  his  usual  routine. 


C.  steps  ending  procedure: 

18.  Place  call  signal  within  reach,  if  needed. 

19.  Remove,  clean,  and  store  equipment. 

20.  Wash  your  hands. 

21.  Record  observations. 

NOTE:    Report  anything  unusual  to  charge  nurse. 

III.  Steps  of  Procedure  for  Electric  Razor  Method 

A.  Steps  beginning  procedure 

1-5.  See  steps  1-5  of  Procedure  for  Safety  Razor  Method. 

B.  Shaving  with  an  electric  razor  (CD-5) 

6.  Sanitize  razor  head. 

7.  Position  client  in  chair  or  sitting  position  in  bed 
in  veil-lit  area. 

8.  Spread  towel  under  client's  chin. 

9.  Wash  face  thoroughly  with  soap  and  water  to  remove 
dirt  and  oil. 

10.  Apply  pre-9have   lotion,    if  client  requests   it,  or 
if  it  is  part  of  his  usual  routine. 

11.  Start  shaving  from  sideburns  holding  skin  tight  and 
using  circular  motion,  shave  neck  and  around  mouth. 

(CD-6) 

12.  When  finished,    apply  after-shave   lotion   if  client 
requests  it  or  if  it  is  part  of  his  usual  routine. 

13.  Sanitize  razor  head. 

C.  Steps  ending  procedure 

14-17.  See    steps    18-21    of    procedure    for    safety  razor 
method. 

IV.  Summary  and  Conclusion 

A.  Ke/  points  of  shaving 

B.  Classroom  discussion 

C.  Review  steps  of  procedures. 

54^ 


ERIC 


584 


LESSON  PLAN:  37 

COURSR  TTTLE:       NURSE  ASSISTANT 


TINIT      VI       ;       PERSONAL  CARE  

CLASSROOM  DISCUSSION: 

1.  Hov  thickly  do  you  apply  the  shaving  cream  or  lathee? 

2.  Hov  long  should  the  lathee  be  left  on  before  shaving? 

3.  What  type  of  stroking  moiion  do  you  use  when  shaving  with  a 
safety  razor? 

4.  What  can  you  do  to  make  it  easier  to  shave  around  the  mouth 
area? 

5.  Nhat  is  the  first  step  when  shaving  with  an  electric  razor? 

6.  What  type  of  motion  is  used  when  shaving  with  an  electric 
razor? 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Instructor    demonstrates   shaving    procedure   using   a  safety 
razor. 

2.  Students  practice  shaving  with  a  safety  razor. 

3.  Instructor  demonstrates  shaving  with  a  safety  razor. 

4.  Students  practice  shaving  using  an  electric  razor. 


54J 

585 


LESSON  PLAN:  37 

COURSE  TITLE:       NURSE  ASSTSTAMT 


UNIT      VI       :       PERSONAL  CARE  

EVALUATION  ITEMS: 
Multiple  Choice: 

1.  Shaving  should  be  performed  in  the:     (circle  the  letter  of 
the  correct  answer.) 

a.  Nurses'  station 

b.  The  activities  room 

c.  The  client's  bedroom/bathroom 

d.  The  hallway 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

—  —    2.  Shave   in  the  direction  that   hair  grows,   upward  on 

the  cheeks  and  downward  on  the  neck  area. 

  3.  Apply    pressure    or    alcohol    if    the    skin    is  nicked 

while  shaving. 

  4.  Rinse  electric  razor  head  in  cool  water  beforr  and 

3ftPr  Mgo  f-o  ---an  U.  for  the  n^yt  client. 

  5.  If   using   a    safety   razor,    always    apply   lather  or 

shaving  cream  before  shaving  the  client. 
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LESSON  PLAN: 
'course  TITLE: 
UNIT      VI  ; 


 n  

NURSE  ASSISTANT 
PERSONAL  CARE 


ANSWERS  TO  EVALUATION  ITEMS: 

1.  C 

2.  F 

3.  T 

4.  F 

5.  T 
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LESSON  PLAN:     _  37 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VI       ;       PERSONAL  CARE  

EVALUATION  ITEMS:         NAME  OF  STUDENT: 

SHAV  I  N(j 


EQUIPMENT: 

1.  Basin/Bkin  of  hot  water 

2.  Razor  fsafetv  or  electric) 

3.  Mirror 

4.  SiAdving  cream 

5 .  Washcloth 

6.  Pre-shave  lotion 

7 •  After -shave  lotion 

4 

!     DID  THE  STUDENT 

!  YES  !     NO  ! 

!    Safety  Razor  Method 

!          !  ! 

!    A.    Steps  beginning  procedure 

!           1.    Wash  hands. 

C                    f      *  • 

1           2.    Assemble  necessary  equipment.                                           !         !  ! 

!          3.    Identify  and  greet  client. 

Identify  self .                       !          !  ! 

!          4.    Explain  procedure  to  client. 

i          5.    Provide  privacy.                                                               !         !  ! 

!    B.    Safety  razor  procedure 

!           6.    Position  client  in  chair  or 
\                 in  well-lit  area. 

sitting  position  in  bed        !          !  ! 

!           7.    Spread  tOwel  under  client* s 

chin.                                     !          1  ! 

!           8.    Wet  face  with  warm  water.                                                 !         !  ! 

5895  1S 


!     Dip  THE 

STUDENT 

!  YES  ! 

NO  f 

!  9. 

Apply  shaving  cream  1/8"  thick  to  face. 

!  10. 

Leave  lather  in  place  about  15-30  seconds. 

i  i 

i 

!  11. 

Start  stroking  downward  with  razor  under  sideburns 
work  downward  over  the  cheek. 

and  !  I 

1 

f  12. 

ContinuH  over  the  chin,    work  upward  on  neck  under 

the  !  ! 

!  13. 

Rinse  the  razor  often  in  hot  water. 

\  \ 

i 

!  14. 

Shave  area  around  lips  carefully. 

\  \ 

!  15. 

When  finished  shaving »  wash  the  face  of  any  excess 
soap  or  lather. 

!  : 

i 

!  16. 

Pat  face  dry  with  a  towel. 

!  i 
I  I 

! 

\ 

!  17. 

Apply  after*shave  lotion  if  the  client  requests  it 
if  it  is  part  of  his  usual  routine. 

or    !  ! 

\ 

I    C.  Steps  ending  procedure 

J  J 

\ 

I  18. 

Place  call  signal  within  reach »  if  needed. 

1  19. 

Remove »  clean  and  store  equipment. 

j  J 

i 

!  20. 

Wash  hands. 

\  \ 
\  \ 

!  21. 

Record  observations  and  report  anything  unusual  to 
charge  nurse. 

i  1 

I    Electric  Razor  Method 

f    A.  Steps  beginning  procedure 

!  1-5. 

Complete  steps  i-s  of  procedure  for  safety  razor 
method . 
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1    DTD  THE  STUDENT  *• 

YES  !    NO  ! 

i  B. 

i 

Shaving  with  an  •lectric  razor  • 

J 

6.    Sanitize  razor  head.  ! 
methoa .  ! 

t  t 

!  ! 
!  ! 
!  ! 
f  ! 
1  I 

i 

7. 

! 

Position  client  in  chair  or  sitting  position  in  bed  in  ! 
well-lit  area.  ! 

1  I 

!  ! 
!  ! 
!  ! 

8. 

!          !  ! 

Spread  towel  under  client's  chin.                                  !         i  i 

well-lit  area.                                                            <        >  < 

!         !  ! 

9. 

Wash  face  thoroughly  with  soap  and  water  to  remove 
dirt  and  oil. 

!  ! 
1  I 

!  ! 

10. 

Apply  pre-shave  lotion  if  client  requests  IL,  or  if  it 

!  ! 

is  part  of  his  usual  routine.                                        i         i  ^ 

!         !  ! 

11. 

Start  shaving  from  sideburns  holding  skin  tight  and 
using  circular  motion t  shave  neck  and  around  mouth. 

!          !  ! 
1          !  ! 

! 

12. 

When  finished*  apply  after-shave  lotion  if  client 
requests  it.  or  if  it  is  part  of  his  usual  routine. 

13. 

Sanitize  razor  head. 

!          !  ! 
1          !  ! 

I          !  ! 

!  C. 

Steps  ending  procedure 

!          !  ! 

\       i  i 

!  14 
! 

-17. 

Complete  steps  18-21  of  safety  razor  method  procedure. 

!          !  ! 
!          !  ! 

The  student  has  satisfactorily  completed  the  procedure  "SHAVING"  according  to 
the  steps  outlined. 


Instructor's  Signature 
(Verifying  Satisfactory  Completion) 


(Date) 
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SHAVING  THE  CLIENT 
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LESSON  PLA-<:   38 


COURSE  TITLE:   NURSE  ASSISTANT 


UNIT      VI  PERSONAL  CARE  

SCOPE  OF  UNIT: 

This  unit  covets  all  aspects  of  personal  care  that  affect  a 
client's  personal  hygiene  and  general  comfort.  It  includes  the 
following  procedures:  bathing.  bedmaking.  oral  hygiene, 
shaving,  skin  care,  peri  care,  hair  care,  nail  care,  dressing, 
and  undressing. 

INFORMATION  TOPIC:  VI-38        OR  DEMONSTRATION:  VI-38 

BACK  RUB/SKIN  CARE 
(Lesson  Title) 

LESSON  OBJECTUTS  -  THE  STUPENT  WILL  BE  ABLE  TO: 

1.  Identify  three  purposes  of  back  rub/skin  care. 

2.  List  five  observations  to  make  while  giving  a  tack  rub/skin 
care. 

3.  Identify    four    specific   measures   related   to   back  rub/skin 
care. 

4.  Demonstrate  how  to  give  a  back  rub  according  to  the  steps 
of  procedure. 

SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:    Back  Rub  Methods 

2.  HO  2:    Which  Nurse  Assistant  are  You? 

3.  Lotion 

4.  Bath  towel  (with  bed  bath) 

5.  Washcloth  (with  bed  bath) 

6.  Basin  with  water  (with  bed  bath) 

7.  Soap  ard  soap  dish  (with  bed  bath) 
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TEACHER  RESOURCES! 


INTRODUCTION: 


Think  about  how  good  a  back  rub  feels.  We  sometimes  get  so 
busy  feeding,  bathing;  and  toileting  our  clients  that  we  tell 
ourselves  we  don't  have  time  to  give  a  back  rub.  A  baok  rub  is 
important  to  our  clients  and  can  soothe,  calm  and  comfort  them 
in  a  special  way  that  no  medicine  can.  A  back  rub  may  not  seem 
an  important  part  of  your  busy  day.  but  to  the  clients,  a  back 
rub  means  that  his/her  caregiver  really  does  care. 

The  bedridden  client  should  have  a  back  rub  and  skin  care  to 
bony  areas  at  the  time  of  each  position  change.  Remember  that 
the  skin  of  the  elderly  is  fragile  and  easily  damaged.  A  back 
rub  given  improperly  can  cause  discomfort,  so  be  gentle.  The 
following  procedure  describes  how  to  give  a  good  back  rub. 
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LESSON  PLAN:  38 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT      VI       :       PERSONAL  CARE  

I.  Key  Points  of  Back  Rub/Skin  care 

A.  Pucpoje  of  back  rub/skin  cace 

1.  Stimulate  circulation 

2.  Relax  muscles  and  the  client  in  general 

3.  Relieve  tension 

B.  Specific  observations  to  make 

1.  Irritation/redness 

2.  Rashes 

3.  Bruises 

4.  Swelling 

5.  Excessive  dryness 

6.  Sores,  lumps  or  growths 

7.  Cuts,  abrasions,  burns 

8.  Mottled  skin  that  is  cool  to  touch 

II.  Specific  Measures  Related  to  Back  Rub/Skin  care 

A.  oils  or  lotions  are  needed  because  the  skin  of  the 
elderly  is  usually  dry  and  needs  the  moisturizing 
effect  of  lotion. 

B.  Warm  oils  or  lotions  before  applying  by  placing  in  pan 
of  warm  water  or  rubbing  a  small  amount  in  your  palms. 
Apply  lotion  after  bathing  a  client. 

C.  Powder  is  used  to  remove  skin  moisture  at  skin  folds  

any  area  where  skin  meets  skin,  under  the  breasts/ 
large  abdomen. 
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D.  DO  not  shake  powder  over  the  client.  He/she  may  inhale 
tiny  powder  particles  and  could  develop  irritation  in 
the  respiratory  tract;  sprinkle  powder  in  your  hand  and 
then  apply  to  the  client's  skin. 

E.  The  clie-t  must  be  handled  with  extreme  gentleness  to 
prevent  bruising  and  skin  tears. 

F.  The  bedridden  client  must  be  repositioned  every  two 
hours  and  bony  areas  massaged  gently. 
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LESSON  PLAN:  38 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VI       ;       PERSONAL  CARE 


III.  Steps  of  Pcocedure  for  Giving  a  Back  Rub 

A.  Steps  beginning  procedure 

1.  Wash  your  hands. 

2.  Assemble  neces«:ary  equipment. 

3.  Identify  and  greet  client.     Identify  self. 

4.  Explain  what  you  are  going  to  do. 

5.  Provide  privacy. 

B.  Back  rub  procedure. 

6.  Position  client  on  the  side  of  bed  closest  to  you« 
then  turn  on  his/her  side  of  assist  into  the  prone 
position. 

7.  Place  bath  towel  lengthwise  close  to  client's  back 
to  protect  bedding. 

8 .  Wash,  rinse  and  dry  back  (if  giving  a  bed  bath  or 
if  thb  back  is  soiled). 

9.  Warm  lotion*  then  apply  to  entire  back.  Begin  at 
the  lower  back  and  apply  up  both  sides  of  spinal 
column  to  neck,  across  shoulders  and  down  to  lower 
back. 

10.  Massage    the    buttocks;     massage    until     lotion  is 
absorbed  into  the  skin.    Remove  the  towel. 

11.  Adjust  bed  covers  and  assist  client  to  comfortable 
position. 

C.  steps  ending  procedure 

12.  Place  call  signal  within  reach,  if  needed. 

13.  Remove,  clean  and  store  equipment. 

14.  Wash  your  hands. 

15.  Record  observations. 

NOTE:    Report  anything  unusual  to  charge  nurse. 
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II.  Summary  and  Conclusion 

A.  Key  points  foe  back  cub/skin  cace 

B.  Specific  measures  related  to  back  rub/skin  care 

C.  Classroom  discussion 

D.  Review  steps  of  procedure. 
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LESSON  PLAN:  38 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT      VI       :       PERSONAL  CARE  

CLASSROOM  DISCUSSION: 

1.  How  do  you  warn  the  lotion  be£oce  applying? 

2.  In  what  direction  do  you  nassage  the  client  <3  back? 

3.  What  observations  could  you  make  at  this  time? 


CLASSROOM,  LABORATORY,  OR  OTHER  ACTIVITIES: 

1.  Instructor  demonstrates  back  rub  procedure. 

2.  Students  practice  back  rub  procedure. 
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LESSON  PLAN:  38 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT      VI       :       PERSONAL  CARE  .  

EVALUATION  ITEMS: 

1.  Which  of   the  following   is  not  a  purpose  of  giving  a  back 
rub/skin  care?    (Circle  the  correct  answer.) 

a.  Increase  tension 

b.  Relax  muscles 

c.  Stimulate  circulation 

d.  Relieve  tension 

2.  List  five  observations  you  could  make  while  giving  a  back 
rub/skin  care. 

a. 

b. 

c. 

d. 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

 3.  Lotion  may  be  warmed  before  applying  it  to  the  skin 

by  rubbing  a  small  amount  in  the  palms  of  your  hands. 

  4.  Powder  is  useful  for  elderly  clients  since  it  has  a 

moisturizing  effect  on  the  skin. 

  5.  Shake    powder    generously    to    the   area   that   you  are 

applying  it  to. 

  6.  The  elderly  client  must  be  handled  gently  to  prevent 

skin  tears/bmising. 
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LESSON  PLAN:  38 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VI       :       PERSONAL  CARE 


ANSWERS  TO  EVALUATION  ITEMS: 

1.  a 

2.  The  student  may  list  any  five  of  the  following: 

a.  Irritation/redness 

b.  Rashes 

c.  Bruises 

d.  Swelling 

e.  Excessive  dryness 

f.  Sores,  lumps  or  growths 

g.  Cuts,  abrasions,  burns 

h.  Mottled  skin  that  is  cool  to  touch 


3. 
4. 
5. 
6. 


T 
F 
F 
T 
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LESSON  PLAN: 
COURSE  TITLE: 
UNIT     VI  ; 


38 

^yRflB  AflflTflTAWT 
PERSONAL  CARE 


EVALUATION  ITEMS: 


EQUIPMENT: 


NAME  OF  student: 
BACK  RUB 


1.  Lotion 

2.  Bath  towel  (with  bed  bath) 

3.  Washcloth  (with  bed  bath) 

4.  Basin  with  water  (w'ith  bed  bath) 

5.  Soap  and  soap  dish 


DID  THE  STUDENT  

Back  Rub 

A.    Steps  beginning  procedure 
1.    Wash  hands. 


t  YES  !     NO  ! 


2.    Arrange  necessary  equipment. 

3.    Identify  and  greet  client.    Identify  self. 

4.    Explain  frocedure  to  client. 

5.    Provide  privacy. 

! 

Back  rub  procedures  * 

! 

6.    Position  client  on  the  side  of  bed  closest  to  him/her,  ! 
then  turn  client  on  side  or  assist  incu  prone  position.! 

! 

1  ! 
1  ! 
\  ! 

7.    Place  bath  towel  lengthwise  close  to  client's  back  to  ! 


protect  bedding. 


! 


8.    Wash,  rinse  and  dry  back  (if  giving  a  bed  bath  or  if  ! 
the  back  is  soiled).  < 


!    DTD  THE  STUDEHT  J 

YES  !    NO  ! 

!          9.    Warm  lotion,  then  apply  to  entire  beck.    Begin  at  the  ! 
1               lower' beck  end  epply  up  both  sides  of  spinal  column  to  ! 
1               neck,  across  shoulders  and  down  to  lower  back. 

1  f 

t  ! 
1  1 
1  1 

!  ! 

1                                                                                                               !          !  ! 
1        10.    Massage  the  buttocks;  massage  until  lotion  is  absorbed  !        !  ! 
!                into  the  skin.    Remove  the  towel.                                  <         S  • 

f                                                                                                                    f          !  ! 

2                                                                                                            !  1 
1        11.    Adjust  bed  covers  and  assist  client  to  comforteble        !  1 
f                position.                                                                      '  ^ 

!                                                                                                   t  J 

f 
f 
f 

!  C«    Steps  ending  procedure  ^ 
!        12.    Place  call  signal  within  reach,  if  needed.  ^ 

!        13.    Remove,  clean  and  store  equipment. 

! 

!        14.    Wash  hands. 

!        15.    Record  observations  and  report  anything  unusual  to 
!                charge  nurse. 

The  student  has  satisfactorily  completed  the  procedure 
"BACK  RUB/SKIN  CARE''    according  to  the  steps  outlined. 


Instructor's  signature 
(Verifying  Satisfactory  Completion) 


Date 
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BACK  RUB  METHODS 


HO  1 


WHICH  NURSE  ASSISTANT  ARE  YOU? 


no 


NURSE  ASSISTANT  NUMBER  ONE 

She  comes  to  my  room  all  sad 
and  forlorn. 

Acts  like  she  wishes  she  had 

never  been  born. 

She  shrugs  her  shoulders 

And  drops  her  head 

As  she  tiresumely  tugs 

At  the  spread. 

Tnen  she  says  very  weakly, 
"Want  a  back  rub  tonight?" 
I  can't  tire  her  further  so 
I  say.  "I'm  alright." 
Then  she  pats  on  my  shoulder 
And  says  with  a  grin 
How  much  she  adores  me.  what  a 
Good  patient  I've  been. 
Then  she  slides  from  the  room, 
Out  into  the  night. 
/  Hoping  all  of  her  patients 

Will  say.  "I'm  alright." 


NURSE  ASSISTANT  NUMBER  TWO 

My  weary  little  room 

She  hits  like  a  breeze. 

Smiling  and  talking  and 

Wanting  to  please 

"It's  backrub  time,  Mrs.  Smith. 

Turn  over,  let's  go." 

Then  she  has  me  face  downward 

Tore  I  can  say  no. 

Then  she  tugs  at  my  linens  till 

They're  smooth  and  neat. 

She  fluffs  up  my  pillow... 

That's  always  a  treat. 

Those  little  uncharted  things  that 

Doctors  don*t  see 

Are  always  remembered  by  sick 

Folks  like  me. 

When  I'm  healthy 

And  home  again. 

You  know  what  ril  do... 

ril  always  remember 

Nurse  Assistant  Number  Two. 
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LESSON  PLAN:  39 

COURSE  TITLJ:  NURSE  ASSISTANT 

WIT      VI       !  PERSONAL  CARE 
SCOPE  OF  UNIT: 


This  unit  covers  all  aspecrs  of  personal  care   that  affect  a 
clie»it'8  personal  hygiene  ana  general  comfort.     It  includes  the 
following    procedures:      bathing,     bed    making,    oral  hygiene.* 
shiiving.  skin  care,  peri  care,  hair  care,  nail  care,  dressing, 
ana  undressing. 

INFORMATION  TOPIC:  VI-39        OR  DEMONSTRATION:  VI-39 

PERINEAL  CARE 
(Lesson  Title) 

LESSON  OBJECTIVES  -  TKE  STUDENT  WILL  BR  ABLE  TO: 

1.  Match  terms  presented  in  this  lesson  to  correct  definitions. 

2.  List  two  pMiposes  of  peri  care. 

3.  Identify   two    specific    observations    to   make   wMle  giving 
Pferi  care. 

1.  ^onior'5trat     hou  to  per^-orni  perineal   caio  for  the  liiale  and 
female  clients  according  to  the  steps  of  procedure. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:    Perineal  Area  of  the  Male  and  Female 

2.  Trainex  filro>>trip  #342:  "Peri  Care" 

3.  Projector 

4.  Basin  of  warm  waner 

5.  Washcloth  (disposable  type,  if  available) 

6.  Disposable/reusable  bed  protec\;or 

7.  Tow«»l 

8.  Bath  blanker 

9.  Soap  and  soap  dish 
10.  Powder  (optional) 


TEACHER  RBSOtl»(;^S. 


INTRODUCTION: 


Perineal      (abbreviated     peri)     care     is     a     very  important 
procedure.     Many  clients  will  be  modest  about  hawng  someone 
his/her   peri  area.     Therefore,   you  should  make  an 
tl  respect  the  client's  modesty  and  still  get  the  area 

thoroughly  cleaned. 

Odor  is  a  reliable  indicator  of  whether  or  not  a  client  is 
aoequately  cleaning  this  area  of  his/her  body.  You  may  need  to 
offer  your  assistance.  The  procedure  is  basically  the  same  for 
the  male  and  female  client,  but  it  will  be  presented  separately 
since  the  organs  are  different  for  each  sex. 

If  the  client  has  an  in-dwelling  catheter  you  should  give  peri 
care  first,  then  proceed  with  catho-,er  care. 
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LESSON  PLAN:   32.  _ 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT      VI       ;       PERSONAL  CARE  -  

I.  Terms  and  Definitions 

A.  Anus  -  outlet  of  the  rectum 

B.  circumcised  -  surgical  removal  of  the  foreskin  of  the 
penis 

C.  Foreskin  -  loose  skin  at  and  covering  the  end  of  the 

penis 

D.  Labia       the  skin  folds  which  are  on  both  sides  of  the 
urethra  and  vagina 

E.  Perineal  -  the  aiea  between  the  pubic  bone  back  to  and 
including  the  anus  (CD-I) 

F.  scrotum  -  the  pou^h  containing  the  testicles 
II.  Key  Points  of  Peri  Care 

A.  This  procedure   involves  cleaning  the  area  between  the 
pubic  bone  in  front,  back  to.  and  including  the  anus. 

B.  i^",rposes  oi.  peri  care 

1.  To  clean  thft  area  for  the  client  who  is  unable  to 
or  has  difficulty  with  adequately  cleaning  self 

2.  Prevent  skin  breaKdown  of  peri  area 

C.  A  client  should  have  peri  care  at  the  following  times: 

1.  Continent  client  -  daily 

2.  Incontinent  clients  -  after  each  voiding  or  stool 
D    Observations  to  make: 

1.  Unusuiil  discharge  or  odors 

2.  Signs  of  skin  breakdown — redness,  irritation 
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III.  Specific  Measures  Related  to  Peri  Care 

A.  Hash  from  front  to  baok  to  prevent  etifeadiny  tecai 
natter  from  anal  area  to  vagina  or  urethra  (opening  to 
bladder) . 

B.  Offer  client  bedpan/urinal  before  starting,  warm  water 
on  the  peri  area  may  stimulate  the  need  to  urinate. 

C.  For  uncircumcised  males,  retract  foreskin  and  cleanse 
tip  of  penis,  then  return  foreskin  over  tip  of  penis:  if 
not  returned  can  cause  constriction  which  could  lead  to 
tissue  damage. 

D.  Wear  disposable  gloves  through  procedure. 
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LESSON  PLAN:  39 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT       VI  PERSONAL  CARE 


IV.  Steps  of  Procedure  for  the  Male  Client 

A.  Steps  beginning  procedure 

1.  Wash  your  hands 

2.  Assemble  necessary  equipment. 

3.  Identify  and  greet  client.     Identify  self. 

4.  Explain  what  you  are  going  to  do, 

5.  Provide  privacy. 

6.  Wear  disposable  gloves. 

B.  Peri  care  procedure-male 

7.  Client  should  usually  lie  on  his/her  back  (supine 
position) -  place  bed  protector  under  buttocks. 

(CD-2) 

8.  Cover  client  with  blanket. 

9.  Expose  perineal  area.  Gently  wash  the  penis 
starting  at  the  tip  iglans)  and  moving  toward 
body--then  rinse. 

NOTE:  If  client  is  uncircumcised  retract  (pull 
back)  the  foreskin,  wash,  rinse  and  dry  then  pull 
the  skin  over  end  of  penis. 

10.  Wash  and  rinse  the  scrotum. 

11.  Wash  and  rinse  other  skin  areas  between  the  legs: 

12.  Wash  and  rinse  anal  area 

13.  Pat  the  peri  area  dry. 

C.  Steps  ending  procedure 

15.  Remove  disposable  bed  protector  and  bath  blanket. 

16.  Place  call  signal  within  reach,  if  needed. 

17.  Remove,  clean  and  store  equipment. 

18.  Wash  your  hands. 
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19.  Make  the  client  comfoctable 

20.  Record  obsecvations 

NOTE:     Report  anything  unusual  to  charge  nurse. 
Steps  of  Procedure  for  the  Female 

A.  Steps  beginning  procedure 

1-6.  See    steps     1-6    of     perineal    care    for    the  male 
resident  procedure. 

B.  Peri  care  procedure-female 

7.  Assist    client    to    supine    or    side*lying  position; 
place  bed  protector  under  buttocks. 

8.  Cover  client  with  bath  blanket. 

9 .  Expose  peri   area .     Gently  wash  the  inner   legs  and 
outer  peri  area  along  the  outside  of  the  labia. 

NOTE:     Use  a  clean  area  of  washcloth  for  each  swipe. 

10.  Wash  the  outer  skin  folds  from  front  to  back. 

11.  Wash  the  inner  labia  from  front  to  back. 

12.  Gently  open  all  skin  folds  and  wash  the  inner  area 
from  front  to  back«  exposing  urethral  and  vaginal 
openings. 

13.  Rinse  the  area  well«  starting  with  innermost  area 
and  proceed  outward. 

14.  Wash  and  rinse  the  anal  area. 

15.  Pat  the  peri  area  dry. 

16.  Apply  powder  lightly  to  outer  peri  area  (optional). 

C.  Steps  ending  procedure 

17-22.  See    steps    15-20    of    perineal    care    for    the  male 
client  procedure. 

Summary  and  Conclusion 

A.  Key  points  of  peri  care 

B.  Specific  measures  related  to  peri  care 

C.  Classroom  discussion 

D.  Review  steps  of  procedures 
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LESSON  PLAN:  39 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VI       :       PERSONAL  CARE 


CLASSROOM  DISCUSSION: 

1.  What  area  of  the  body  is  cleaned  when  giving  peri  care? 

2.  What  position  should  the  client  be  in  during  peri  care? 

3.  Where  do  you  start  peri  care  for  the  male  client? 

4.  Where  do  you  start  peri  care  for  the  female  client? 


CLASSROOM.  LABORATORY.   OR  OTHER  ACTIVITIES: 

1.  Show  filmstrip. 

2.  Instructor  demonstrates  peri  care  procedure  for  male  client. 

3.  Students  practice  peri  care  procedure  for  male  client.  ^ 

4.  Instructor    demonstrates    peri    care    procedure    for  female 
client. 

5.  Students  practice  peri  care  procedure  for  female  client. 
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LESSON  PLAN:  39 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIf  VI 


PEPSOWALCARE 


EVALUATION  ITEMS: 

Match  the  following  terms  to  correct  definitions  by  writing  the 
letter  in  the  blank. 


1. 

Perineal 

2. 

Circumcised 

3. 

Foreskin 

4. 

Scrotum 

5. 

Anus 

6. 

Labia 

two 

purposes  of 

a.  Outlet  of  the  rectum 

b.  Surgical  removal  of  the  end  of 
the  foreskin  of  the  penis 

c.  Loose  ski:\  at  and  covering  the 
end  of  the  penis 

d.  The  skin  folds  which  are  on 
both  sides  of  the  vagina 

e.  The  area   between  the   pubic  bone 
back  and  including  the  anus 


Tho  pouch 
t.i-ticles 


containing 


the 


a. 
b. 

8.  Describe  two  observations  you  could  make  while  giving  peri 
care. 


a  • 

b.  ' 

For  each  of  the  following,  write  "T"  if  the  statement  is  ttue, 
or  "F"  if  it  is  false. 

  9.  You    should    wash    from    front    to    back    to  prevent 

spreading  fecal  matter  to  the  vagina  or  urethra. 

  10.  It    is    not   necessary  to   retract   the  foreskin  of  an 

uncircumcised  male  when  doing  peri  care. 
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LESSON  PLAN:  39 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT      VI       :       PERSONAL  CARE  


ANSWERS  TO  EVALUATION  ITEMS: 

1.  e 

2.  b 

3 .  C 

4.  f 

5.  a 

6.  d 

7.  a.  To  clean  that  area  foe  the  client  who  is  unable  to  or 

has  difficulty  with  adequately  cleaning  self 

8.  a.  Unusual  discharge  odors 

9.  b.  Signs  of  skin  breakdown--Eedness.  irritation 
10.  F 
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LESSON  PLAN! 
COURSE  TITLE: 
UNIT      VI  i 


J2. 


N.RSE  ASSTSTAMT 
PERSONAL  CA^B 


EVALUATION  ITEMS:        NAME  OF  STUDENT: 


PERINEAL  CARE 


EQUIPMENT: 


1.  Basin  of  vatm  vatec 

2.  Washcloth  (disposable  type,  of  available) 

3.  Disposable/reusable  bed  pcctectoc 

4 .  Towe 1 

5.  Bath  blank«it 

6.  Soap  and. soap  dish 

7.  Powder  (optional) 


!     DID  THE  STUDEMT 

I 
« 

Male  Client 


YES  .'     MO  ! 


A.    Steps  lieglnnlng  procedure 
1.    Wash  hands. 


Arrange  necessary  equipment. 


3.  Identify  and  greet  client.    Identify  self, 

4.  Explain  procedure  to  client. 


5.    Wear  disposable  gloves. 


6.    Provide  privacy. 


Perl  care  procedure 


7.    Client  should  be  in  supine  position;  place  bed 
protector  under  buttocks. 


8.    Cover  client  with  bath  blanket. 

f?'"^"*;^  •"■f'-  the  penis  starting 

at  the  tip  and  moving  downward-f hen  rinse. 
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! 

I 

I 

I 
. 

I 
I 

_  > 
I 

! 

± 

! 
I 


ERIC 


572 


^ID  THE  STUDENT 


10.     Wash  and  rinse  the  sciot 


inn . 


11.     Wash  and  rinse  other  skin  areas  between  the  legs 


12.     Wash  and  rinse  the  anal  area. 


13.     Pat  the  peri  area  dry. 


14.     Apply  powder  under  scrotum  (o  pruvetil  I'Uljbing  on 
skin  (optional). 


C.     Steps  ending  procedure 

15.     Remove  disposable  bed  protector  and  bath  blanket 


16.     Place  call  signal  within  reach,  if  needed. 


17.     Remove,  clean  and  store  equi 


pmcnt . 


18.    Wash  lands. 


19.     Record  observations,  reporting  anything  unu?iual  to 
•  charge  nurse. 


Female  Client 

A.     Steps  beginning  procedure 

1-6.     Complete  steps  1-6  of  perineal  care  for  male  client 
p roc o dure . 


7.    Assist  client  to  supine  or  side-lying  position;  place 
bed  protector  under  buttocks. 


8.     Cover  client  with  bath  blanket 


9.    ExpoLe  i^erineal  area.     Gently  wash  the  inner  legs  and 
outer  peri  area  along  the  outside  of  the  labia. 

NOTE:    Use  a  clean  area  of  w.i.^;hcloth  for  tjaeh  swipe. 
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YES 


NO 


!    DID  TH2  STUDENT 

!  YES 

1 

UO  ! 

!  10. 

Wash  the  outer  skin  folds  from  front  to  back. 

« 

. 
1 

! 

. 
1 

! 

• 
. 

!  11. 

Wash  the  inner  labia  from  front  to  back. 

1 

« 

. 

1 

« 

• 

I 

! 
! 

!  12. 

Gently  open  all  skin  folds  and  wash  the  inner  area 
front  to  back. 

t 

trOnt! 
! 
! 

! 

1 

1 
1 

; 

!  13. 

Rinse  the  area  well,  starting  with  innermost  area 
proceed  outward. 

• 

and  ! 

• 

« 

! 

1 
. 

! 

i  14. 

Wash  the  anal  area. 

; 

! 
! 

1 
• 

; 

!  15. 

Pat  the  peri  area  dry. 

1 
1 
1 

\ 

!  16. 

Apply  powder  lightly  to  outer  peri  area  (optional) 

.  « 

1 
. 

1 

1 

!  C.    Steps  endini^  procedure 

!    17-22.    Coinplete  steps  15-20  cf  perineal  care  for  the  male 
!                client  procedure. 

! 
! 

1 

! 
! 

! 
f 

The  student  has  satisf artocily  completed  the  pcoceduce 
''PERINEAL  CARE"    according  to  the  steps  outlined. 


Instcuctor's  signature 
(Veri£>*ing  Satisfactory  Completion) 


Date 
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PERINEAL  AREA  OF  THE  MALE   S  FEMALE 
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LES50N  PLAN:  40 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT       VI        :        PERSONAL  CARE  

SCOPE, OF  UNIT: 

This   unit    covers    all    aspects    of    personal    care    that    affect  a 
client's  personal  hygiene  and  general  comfort.     It  includes  the 
following      procedures:        bathing.      bedmaking.      oral  h/giene 
shaving,    skin  care,    peri  care,   hair  care,   nail  care,  dressing! 
and  undressing. 

INFORMATION  TOPIC:  VI-40  OR  DEMONSTRATION: 

HAIR  CARE 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  List  three  purposes  of  hair  care, 

2.  Identify  two  observations  to  make  when  giving  hair  care. 

3.  Recognize  three  specific  measures  related  to  hair  care. 

4.  Demonstrate  giving  a   shampoo  during  a  tub  bath/shower  bath 
according  to  the  steps  of  procedure. 

5.  Demonstrate  giving  a   bed  shampoo  according  to  the  steps  of 
procedure . 

6.  Demonstrate  how  to   comb/brush  a  client's  hair  according  to 
the  steps  of  procedure . 

SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  Bath  towels  (2) 

2.  Face  towel/wash  cloth 

3.  Shampoo 

4.  Hair  conditioner/cream  rinse  (optional) 

5.  Bath  thermometer 

6.  Pitcher/hand-held  shower  nozzle 

7.  Hair  dryer  for  use  in  client's  room 

8.  Client's  personal  comb/brush 

9.  Hand  mirror,  if  available 

10.  Equipment  for  bed  shampoo: 
a •  Shampoo  trough/plastic  sheet 

b.  Large  basin/bucket 

c.  Bath  blanket 

d.  Waterproof  bed  protector 

e.  Cotton  balls  (2) 

f.  Small  towel 

g.  Chair/footstool 

ERLC 


TEACHER  RESOtipq'E^f 


INTRODUCTION: 


Proper  care  and  styling  of  the  hair  is  important  to  the 
client's  appearance  and  sense  of  well-being.  it  can  really 
nake  «  difference  in  a  person's  appearance.  The  client's 
physical  ;;ondition  and  safety,  as  well  as  hair  and  scalp 
condition  and  personal  preference  nay  determine  frequency  and 
aethod  of  shampooing.  Shampoos  may  be  given  with  the  tub 
bath/shower  bath,  or  a  bed  shampoo  may  be  necessary.  Female 
clients  may  want  their  hair  set  or  rolled  before  drying.  It  is 
the  duty  of  the  nurse  assistant  to  assist  or  to  care  for  the 
client's  hair  on  a  daily  basis  in  combing  or  brushing  and 
arranging  it  attractively. 
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LESSON  PLAN:  40 


COURSE  TITLE:       NURSE  ASSISTANT  

UNIT  yi  :       PERSONAL  CARE  

I.  Key  Points  of  Hair  Care 

A.  Good  hair  care  is   important  as  a  morale  booster  and  for 
maintaining  a  clean  and  attractive  app3arance. 

B.  Purposes  of  hair  care 

1.  Clean     hair     of     dirt     particles     and     dead  cells; 
prevent  matting. 

2.  Stimulate    circulation    of    scalp,    bringing  nutrients 
to  the  roots . 

3 .  Improve  one's  appearance. 

C.  Hair  care  should  be  done  at  the  following  times: 

1.  Combing   and    brushing   should    be  done   in  the  morning 
and  during  the  day  as  needed. 

2.  Hair     should     be    washed    at     least    weekly    for  all 
clients  and  more  often  if  indicated. 

D.  Observations  r.o  make 

1.  Sore 

2.  Redness 

3.  Dry  scalp,   excessive  dandruff 

4.  Swollen  areas 

II.  Specific  Measures  Related  to  Hair  Care 

A.  Label  client's  own  comb  and  brush.  Simply  write 
client's  name  with  a  permanent  marker  on  a  piece  of 
adhesive  tape  and  apply  to  comb  or  brush. 

B.  When  styling  hair,  place  a  towel  around  client ' s 
shoulders  to  prevent  hair  from  getting  into  clothes  and 
causing  irritation  or  onto  clean,   fresh  clothes. 

C.  Be  sure  to  clean  comb  and  a  brush  after  e^ch  use. 

NOTE:       Check    institutional    policy    for    procedure  used 
in  the  facility. 
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D.  After   washing    the    hair,    rinse   all    soap   from   scalp  t 
prevent   irritation  and  dryness.     May  use  a  solution  of 

^^t^.^^''^  "^'J^®  vinegar  to  five  parts  water,  then  follow 
with  warm  water  rinse. 

^*  ^T?^"^..  "^^"^  ■  ^"""^^  curlers  interchangably  between 
client's.     This  can  be  a  source  of  infection. 

F.  Use  hair  dryers  with  extreme  caution;  check  temperature 
imH^r^'iV^*  ^  "  ""'"^  hand-held  dryer,  keep  your  hand 
under  air  stream  so  you  will  know  what  the  temperature 
IS.  Do  not  use  in  tub  room  since  it  may  come  in 
contact  with  water  ard  cause  electrocution. 
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LESSON  PLAN:   40  

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VI       :       PERSONAL  CARE 


III.  Steps  of  Procedure  for  Shampoo  with  Tub  Bath  or  Shower  Bath 

A.  Steps  beginning  procedure 

1.  Wash  your  hands. 

2.  Assemble  necessary  equipment. 

3.  See   that    room   is    free   from   drafts,    preferably  75 
degrees  Fahrenheit. 

4.  Identify  and  great  client.     Identify  self. 

5.  Explain  v^hat  you  are  going  to  do. 

6.  Provide  privacy. 

B.  Tub  or  shower  shampoo  procedure 

7.  Adjust      water      temperature      to      105-110  degrees 
Fahrenheit . 

8.  Position    client  appropriately  in  tub  or  shower. 

9.  Ask  client  to  hold  folded  washcloth/face  towel  over 
eyes . 

10.  Apply  water  to  the  hair  until   it  is  completely  wet 
using  nozzle  or  pitcher. 

11.  Apply    small    amount    of    shampoo.      Work    up    a  good 
lather,  massaging  well  with  fingertips. 

12.  Rinse  thoroughly  working  from  front  to  back. 

13.  Repeat  sudsing  and  rinsing  if  necessary. 

14.  Apply  conditioner  or  creme  rinse  as  directed  on  the 
container •    Rinse  thoroughly. 

15.  Wrap   client's   head   with   a    large   bath   towel  while 
completing  bath  or  shower. 

16.  Towel-dry  with  second  towel  if  necessary. 

17.  Encourage  client  to  comb  own  hair«  if  able. 
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18.  Comb    hair    to    Eemove    snarls    and    tangles.  Apply 
toilets  or  set  hair  if  this  is  to  be  done. 

NOTE:    Client^s  peESonal  curlers  roust  be  used. 

19.  Dry  hair  quickly. 

CAUTION:  Electrical  appliances  should  not  be  used 
in  the  bathroom  and  use  hair  dryer  on  low 
teroperature  setting. 

20.  When   hair    is    dry,    remove   curler.     Comb   or  brush 
hair  and  arrange  attractively. 

NOTE;    Use  client's  personal  comb/brush. 

21.  Let    cl ient    use    the    hand   mirror;    make    the  client 
corof ortable. 

C.  Steps  ending  procedure 

22.  Place  call  signal  within  reach. 

23.  Reroove.  clean*  store  equiproent. 

24.  Wash  your  hands. 

25.  Record  observations. 

NOTE:    Report  anything  unusual  to  charge  nurse. 
IV.  Steps  of  Procedure  for  Bed  Sharopoo 

A.  Steps  beginning  procedure. 

1-6.  See  III.  A.,   steps  1-6  of  sharopoo  with  tub  b.  th  or 
shower  bath  procedure. 

B.  Bed  shampoo  procedure 

7.  Raise  the  bed  to  its  highest  horizontal  position. 
NOTE:  Some  clients  may  require  that  the  head  be 
elevated. 

8.  Place  chair  or  footstool  at  the  side  of  the  need 
near  the  client's  head  and  cover  with  a  small 
towel.    Set  large  basin  or  bucket  on  chair. 

9.  Move  client  to  side  of  bed.  Cover  with  bath 
blanket  and  fanfold  top  linens  to  foot  of  bed  with 
exposing  the  client. 

10.  Romove    pillow    and    replace    with    waterproof  bed 
rrotector , 
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11.  Place  one  towel  under  client's  head  and  one  around 
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12.  Place  shampoo   trough  or  arrange  plastic  sheet  under 
head  to  form  a  drain  into  the  buckets, 

13.  Put  a  cotton  ball  in  each  ear  of  the  client. 

14.  Apply    water    to    hair    until    it    is    completely  wet 
using  pitcher. 

15.  Apply    small    amount    of    shampoo.      Work    up    d  good 
lather,  massaging  well  with  finger  tips. 

16.  Rinse  thoroughly,  working  from  front  to  back. 

17.  Repeat  sudsing  and  rinsing  if  necessary. 

18.  Apply      conditioner/creme      rinse      as     directed  on 
container .     Rinse  thoroughly. 

19.  Squeeze  excess  wacer  from  hair,   apply  towel  to  hair. 
^     20.  Remove  shampoo  trough  and  place  in  bucket. 

21.  Remove     cottonballs     from     client's     ears.  Using 
another  towel,  dry  the  client's  hair. 

22.  See   III.    B..    steps    17-21   of   shampoo  with   tub  bath 
or  shower  bath  procedure. 

C.  Steps  ending  procedure 

23-26.     See     III.C.       steps    22-25    of    shampoo    with  tub 
ba  th  or  shower  ba  t h  proc^odu  ro . 

Steps  of  Procedure  to  Comb  or  Brush  Hair 

A.  St jps  beginning  procedure . 

1-6.  See   III.    A.,    steps  1-6   of   shampoo  with  tu^^  bath  or 
shower  bath  procedure. 

Steps  of  Procedure  to  Comb  or  Brush  Hair 

A.  Steps  beginning  procedure 

1-6.  See  III.   A..     steps   1-6  of   shampoo  with  tub  bath  or 
shower  bath  procedure. 

B.  Comb/brush  hair  procedure 

7.  Place  the  client's  towel  across  pillow  if  the 
client  is  in  bed.  For  the  sitting  client  place 
towel  around  shoulders. 

8.  If  client  wedrs  glasses,  remove  them  to  a  safe 
place.     Remove  hairpins,  combs,  etc. 
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sJar?inn''.f°'"^  ^^"''^^    "^^"^    downward  strokes 

starting  at  ends  first,  working  toward  the  scalp. 

Sve  t'angl'es'.'"  water/alcohol   to  hair  to 

10.  Arrange  hair  attractively  to  the  client'c^ 
satisfaction.  Braiding  is  suggested  for  the  cHent 
with  long  hair.     This  prevents  tangling 

11.  Let  client  use  the  hand  mirror. 
C.   Steps  ending  procedure 

12-15,  See    HI.    c.    steps    22  2b    of    shampoo   with   tub  bath 
or  shower  bath  procedure. 

Summary  and  Conclusion 

A.  Key  point  o£  hair  care. 

B.  Specific  measures  related  to  hair  care. 

C.  Classroom  discussion. 

D.  Review  steps  of  procedures. 


5SJ 


633 


LESSON  PLAN:  40 

C0UR8B  TITLK:      NURSE  ASSISTANT  

UNIT      VI       :       PERSONAL  CARE  

CLASSROOM  DISCUSSION: 

1.  Why  is  clean  hair  impoctant? 

2.  Why  is  it  necessary  to  provide  a  warm,  draft-free  area? 

3«    Discuss  precautions  regarding  use  of  hair  dryers? 

4«    Why  is  it  important  to  use  the  client's  own  brush,  comb  and 
curlers? 

5.  Where    is    the    towel    placed  when  giving   hair   care    to  the 
client  in  bed? 

6.  How  do  you  comb  or  brush  the  hair? 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Instructor        demonstrates        shampoo        procedures  and 
combing/brushing  hair. 

2.  Students  practice  arranging  each  other's  hair. 
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LESSON  PLAN:  40 

COURSi^  TITLE:       MTIWflB  AflflTflTANT 


UNIT      VI       ;       PERSONAL  CARE  

EVALUATION  ITEMS: 
1.  List  three  purposes  of  hair  care. 

a. 

b. 

c. 

2.  Which  of  the  following  is  not  an  appropriate  observation 
while  doing  hair  care?  (Circle  the  letter  of  the  correct 
answer . ) 

a.  Sores 

b.  Redness  of  scalp 

c.  Needs  to  be  dyed 

d.  Excessive  dandruff 


For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

  3.  The  comb  and  brush  should  only  be  cleaned  when  full 

of  hair. 

  4.  Brush  curlers  used  among  several  clients  could  be  a 

source  of  infection. 

  5.  Hair   dryers    should  never   be  used   in  a   tub  room  or 

near  a  sink. 
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LESSON  PLAN:  40 

COURSE  TITLE;      NimflB  ABflTflTAi^jT 

UNIT  yi      ,;       PERSONAL  rAiv  

ANSWERS  TO  EVALUATION  ITEMS: 


IhiTolll  °^    «"lp.    bringing   nutrients  to 

Satang.'''^-   °'  Particles   and  dead   cells;  prevent 


c.  Improves  one's  appearance 

2.  c 

3.  F 

4.  T 

5.  T 
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LESSON  PLAN:   ^ 


COURSE  TITLE:  NURSE  ASSISTANT 
UNIT  VI 


 :       PERSONAL  CARE 

EVALUATION  ITEMS: 


KANE  OF  STUDENT: 


HAIR  CARE 


EQUIPMENT: 


1    Bath  towels 

2.  Washcloths  (2) 

3.  Shampoo 

4.  Hair  conditioner/creme  rinse  (optional 
Bath  thermometer 
Pltcher/hand-held  shower  nozzle 
Hair  dryer  for  use  In  resident *8  room 
Resident's  personal  comb/brush 
Hand  mirror,  if  available 


10.  Equipment  for  bed  shampoo: 

a.  Shampoo  trough/plastic  shdet 

b.  Large  basin/bucket 

c.  Bath  blanket 

d.  Waterproof  be  protector 

e.  Cotton  balls 

f.  Small  towel 

g.  Chair/footstool 


!     DID  THE  STUDENT 


?  YES 


NO 


Shampoo  with  Tub  Bath  or  Shower 
A.    Steps  beginning  procedure 
1.    Wash  hands. 


2.    Arrange  necessary  equipment. 


3.    See  that  room  is  free  from  drafts, 
preferably  75-80  degrees  Fahrenheit. 


4.    Identify  and  greet  client.    Identify  self. 


5.    Explain  procedure  to  client. 


6.    Provide  privacy. 


B.     Tub  bath  procedures 


Adjust  water  temperature  to  105-110  degrees 
Fahrenheit . 
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DID  THE  STUDEMT 


8.    Position  client  appropriately  in  tub  or  shower. 


YES  !  NO 


9.    Ask  client  to  hold  folded  washcloth/face  towel  over 
eyes. 


10.    Apply  water  to  hair  until  it  is  completely  wet  using  ! 

t 

NOTE.    If  usinR  nozzle,  keep  one  finicer  in  stream  of  ! 

water  to  assure  correct  temperature  of  water.  f 

1 

!  ! 

f 

11.    Apply  small  amount  of  shampoo.    Work  up  a  good  later,  ! 
massasins  well  with  finseitips.  ! 

! 

12.    Rinse  thoroughly  working  from  front  to  back. 

!  ! 

!          !  ! 

13.    Repeat  sudsing  and  rinsing  if  necessary.                        !         !  ! 

!          !  ! 

14.    Apply  conditioner  or  creme  rinse  as  directed  on  the 
container.    Rinse  thoroughly. 

!  ! 

15.    Wrap  client* s  head  with  a  large  bath  towel  While 
completing  bath  or  shower. 


16.    Towcl-dry  with  second  towel  if  necessary. 


17.    Encourage  client  to  comb  own  hair,  if  able. 


18.    Comb  hair  to  remove  snarls  and  tangles.    Apply  rollers 
or  set  hair  if  this  is  to  be  done. 


19.    Dry  hair  quickly. 


20.    When  hair  is  dry,  remove  curlers.    Comb  or  brush  hair 
and  arrange  attractively. 


21.    Let  client  use  the  hand  mirror;  make  the  client 
comfortable. 
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]    DID  THE 

STUDENT                                                                                       i  YES  t 

HO  ! 

t  C. 

steps  ending  procedure                                                       1  t 

22. 

Place  call  signal  within  reueh,  If  needed.                   t  f 

i 

23. 

Rmovtt,  clsan,  ttora  equlpmsnt.                                   1  t 

i 

24. 

Wash  handt.                                                                1  1 

25. 

Bacord  observationt^  report  any thins  unusual  to  charsa  !  1 
nurse.                                                                         !  1 

; 
! 

t  Bed  Shampoo                                                                                t  ' 

t  A. 

Steps  besinnins  procedure                                                     1  1 

j 

1-6. 

C  ^mplete  steps  1-6  of  shaini.oo  with  tub  bath  or  shower    t  1 
procedure.                                                                   1  1 

[ 

t  B. 

Bed  Shampoo  procedure                                                         f  1 

,  ; 

; 

/. 

Raise  the  bed  to  its  riighest  horizont&l  position.           t  '! 

8. 

Place  chair  or  footstool  at  the  side  of  bed  near  the     !  ! 
client* 8  head  and  cover  with  a  small  towel.    Set  large  1  ! 
basin  or  bucket  on  chair.                                             !  < 

1 

— \ 

9. 

Move  client  to  side  of  bed.    Cover  with  bath  blanket  ! 
and  fanfold  top  linens  to  foot  of  bed  without  exposing  ! 
client.  1 

\ 

10. 

Remove  pillow  and  replace  with  waterproof  bed  1 
protector.  1 

11. 

Place  one  towel  under  client*s  head  and  one  around  ! 
shoulders.  ! 

1  ; 

12. 

Place  shampoo  trough  or  arrange  plastic  cheet  under  ! 
head  to  form  a  drain  into  bucket.  1 

13. 

Put  a  cotton  ball  in  each  ear  of  the  client.  1 
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DID  THg  STtmniT 


«S  t  HQ 


14*    Apply  wmter  to  hmir  until  it  is  complately  wet  using 
pitehsr. 


15.    Apply  small  amount  of  shasipoo*    Vork  up  a  good  lather, 
massaging  well  with  fingartips. 


16.    Rinse  thoroughly,  working  from  tront  to  back. 


17.    Repei:  sudsing  and  rinsing  if  necessary. 


18.    Apply  conditloner/creme  rinse  as  directed  on  container 
Rinse  thoroughly. 


19.    Squeeze  excess  water  from  hair,  apply  towel  to  hair. 


20.    Remove  shan^oo  trough  and  place  in  bucket. 


21.    Remove  cotton  balls  from  client's  ears.    Using  another 
towel,  dry  the  client's  hair. 


22-26.    Complete  steps  17-21  of  shampoo  with  tub  bath  or 
shower  pt^ocedure. 


C.    Steps  ending  procedure 

27-29.    Complete  steps  2-25  of  shampoo  with  tub  bath  or 
shower  procedure. 


Comb  or  Brush  Hair 

A.    Steps  beginning  procedure 

1-6.    Complete  steps  1-6  of  shampoo  with  bath  or  shower 
procedure. 


B.    Comb/brush  hair  procedure 

7.    Place  the  client* a  towel  across  pillow  if  the  client 
is  in  bed.    For  the  sitting  client  place  towel 
around  shoulders. 
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«.    If  cllmt  wears  glasses,  remove  them  to  a  safe  place. 
Remove  hairpins,  combs,  etc. 


9.    Brush  or  comb  hair  gently  using  dcvnward  strokes 
starting  at  ends  first,  working  toward  the  scalp. 


10.    Arrange  hair  attractively  to  the  client's  satisfaction 
Braiding  is  suggested  for  clients  with  long  hair.  This 
prevents  tangling. 


11.    Let  client  use  the  hand  mirror. 


C.    SLeps  ending  procedure 

12-15.    Complete  steps  22-25  of  shampoo  with  tub  bath  or 
shower  procedure. 


lastiuctor ' 6  Signature 
(Verifying  Satisfactory  Completion) 


(Date) 
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LESSON  PLAN:  41 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VI  PERSONAL  CARE  

SCOPE  OF  UNIT: 

This  unit  covers  all  aspects  of  personal  care  that  affect  a 
client's  personal  hygiene  and  general  comfort.  It  includes  the 
following  procedures:  bathing*  bedinaking.  oral  hygiene, 
shaving,  skin  care,  peri  care,  hair  care,  nail  care,  dressing, 
and  undressing. 

INFORMATION  TOPIC:  VI ^41  OR  DEMONSTRATION:  VI  -  41 

NAIL  CARE 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  List  two  purposes  of  nail  care. 

2.  Identify  three  observations  to  make  when  giving  nail  care. 

3.  Recognize  three  specific  measures  related  to  nail  care. 

4.  Demonstrate   how  to   give   fingernail   care   according   to  the 
steps  of  procedure. 

5.  Demonstrate  how  to  give  toenail  care  according  to  the  steps 
of  procedure. 


SUPPLEMENTARY  TEACHING /I  TSAhNING  ITEMS: 

1.  Wash  basin  -  3/4  t  . '1  ^  f  warm,  soapy  water 

2.  Pitcher  of  warmwa^?  .. 

3.  Towel  and  paper  towel. 

4.  Disposable/reusable  bed  protector. 

5.  Orange  stick/flat  toothpick. 

6.  Emery  board/nail  file. 

7.  Nail  clippers. 

8.  Lotion. 

o  K*  z:^ 
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TEACHER  RESOURCES: 


INTRODUCTION: 


Nail  care  is  an  important  aspect  of  the  person'^l  care  of  the 
client.  It  includes  cleaning  and  trimming  the  fingernails  and 
toenails  on  a  regular  basis.  The  part  of  the  nail  we  see  is 
not  living  tissue;  but  the  skin  around  and  under  the  nail  is 
living  tissue  and  needs  to  be  protected  from  injury  or 
infection.  Toenails  tend  to  be  thicker  than  fingernails* 
particularly  as  a  person  ages.  (Follow  the  nail  care  procedure 
directions  of  your  supervisor. )  If  yo*'  have  difficulty 
trimming  them,  report  this  to  the  charge  nurse.  This  may  be  a 
new  experience  for  you.  Just  take  your  time  and  follow  the 
next  procedure. 

5  S3 
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LESSON  PLAN:  41 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT      VI       :       PERSONAL  CARE 


I.  Key  Points  of  Nail  Care 

A.  Purpose  of  nail  care 

1.  Decrease  bacteria  build-up  under  nails  which  could 
cause  infections . 

2.  Give  the  client  a  neat  appearance. 

3.  Prevent  cuts/scratcAes  from  long  nails. 

B.  Nail   care   should   be   done   as    needed   for   each  client; 
nails  grow  at  different  rates  for  each  person. 

C.  Observations  to  make 

1.  Cuts 

2.  Callouses,  corns 

3.  Changes  in  skin  color 

4.  Complaint  of  tenderness 

5.  Swelling  of  feet  and  legs. 

II.  Specific  Measures  Related  to  Nail  Care 

A.  Make  3ure  you  have  a  good  source  of  light  to  enable  you 
to  see  what  you  are  doing.  j 

B.  Trim/file  nails  after  bath/soaking  in  water  since  this 
will  make  them  softer.  Do  not  trim  too  close  to  the 
flesh. 

C.  Dry  thoroughly  between  toes  and  fingers:  excess 
moisture  can  lead  to  skin  breakdown. 

D.  A  licensed  nurse  or  podiatrist  (a  physician  specialized 
in  the  care  of  feet)  should  be  responsible  for  nail 
care  of  client  who  is  diabetic  or  who  has  impaired 
circulation.  i-ollow  H.H.A.  policy  regarding  cutting 
toe  and  fingernails  (CD-8)  (CD-9) 

E.  Ambulatory  clients  should  wear  good,  supportive  shoes 
and  stockings,  rather  than  house  slippers. 

F.  Avoid  use  of  garters,  they  restrict  circulation. 
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LESSON  PLAN:   41 


COURSE  TITLE:       NURSE  ASSISTANT  

UNIT       VI        :       PERSONAL  CARE  

III.  Steps  of  Procedure  for  Fingernail  Care. 

A.  Steps  beginning  procedure 

1.  Wash  your  hands. 

2.  Assemble  necessary  equipment. 

NOTE:  This  should  include  a  supplementary  light, 
if  necessary,  to  provide  a  well  lit  working  area. 

3.  Identify  and  greet  client.     Identify  self. 

4.  Explain  what  you  are  going  to  do. 

B.  Fingernail  care  procedure 

5 .  If  client  is  in  bed,  raise  the  back  rest.  Place 
disposable  bed  proctector  under  the  hands,  then 
place  towel  on  top  of  bed  protector. 

6.  If  client  is  in  chair,  lower  over  bed  table:  place 
table  front  of  client  with  disposable  bed 
protectOL  on  top,  then  place  towel  on  top  of  bed 
proctector . 

7.  Place  basin  of  soapy  water  on  the  towel. 

8.  Soak  the  fingers  in  the  warm,  soapy  water  for  five 
minutes.  You  may  soak  one  hand  at  a  time  or  soak 
both  at  thf^  same  time.  (CD-2) 

9.  Rinse  hands  with  clear,  warm  water  and  dry  wit^i  the 
towel.    Remove  basin  when  finished  soa^king. 

10.  Place  towel  under  client's  dried  hands. 

11.  Gently  remove  dirt  from  around  and  under  each 
fingernail  with  an  orange  stick  or  nail  file.  Use 
paper  towel  to  clean  orange  stick.  (CD-3)  (CD-4) 

12.  Trim  nails  (if  needed)  in  an  oval  shape,  (CD-I) 
according  to  facility  or  agency  policy. 

13.  Smooth  nails  with  an  emery  board  or  file. 

14.  Rub  lotion  on  hands.  n 
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15.  Repeat  steps  9-14  on  other  hand. 

16.  Have      client      execcisc      hands      by  alternately 
stretching  them  and  making  a  fist. 

C.  Steps  ending  procedure 

17.  Make  client  comfortable;   place  call  signal  with  in 
reach,  if  needed. 

18.  Remove,  clean,  and  store  equipment. 

19.  Wash  your  hands. 

20.  Record  observations. 

NOTE:    Report  anything  usual  to  charge  nurse. 
IV.  Steps  of  Procedure  for  Toenail  Care 

A.  Steps  beginning  procedure 

1-4.  See  III.  A. »  steps  1-4  of  fingernail  care  procedure. 

B.  Toenail  care  procedure 

5-11.  See  III.  B..  steps  5-11  of  fingernail  care 
procedure,  and  instead  of  hands  refer  to 
feet.  (CD-7) 

12.  Trim  nails  (if  needed)  straight  across  and  (CD-6) 
only  if  your  facility  or  agency  allows  a  N.A. 

to  do  this  procedure. 

13.  Smooth  nails  with  an  emery  board  of  file. 

14.  Rub  lotion  on  feet  and  legs  using  upward  strokes.; 

15.  Repeat  steps  8-14  of  fingernail  care  procedure  on 
other  foot. 

16.  Have  resident  exercise  feet  by  raising  and  lowering 
legs  while  sitting  in  a  chair;  wiggling  toes: 
turning  ankles  in  and  out. 

C.  Steps  ending  procedure 

17-20.  See  III.  C.  steps  17-20  of  fingernail  procedure. 
V.  Summary  and  Conclusion 

A.  Key  points  of  nail  care 

B.  Specific  measures  related  to  nail  care 

C.  Classroom  discussion 

D.  Review  steps  of  procedure 
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LESSON  PLAN:  41 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VI       ;       PERSONAL  CARE  

CLASSROOM  DISCUSSION: 

1.  What  is  the  proper  way  to  shape  fingernails? 

2.  How  do  you  instruct  the  client  to  exercise  his/her  hands? 

3.  Why  is  it  important  that  the  client's  fingernails  be  clean 
and  trimmed? 

4.  In  what  type  of  water  are  the  feet  soaked?. 

5.  What  do  you  use  to  clean  under  the  nail  bed  and  around  the 
nails? 

6.  How  are  the  toenails  shaped? 

7.  How  long  are  the  feet  soaked? 

8.  Why  does  only  the  nurse  or  podiatrist  cut  the  toenails  of  a 
diabetic  client  or  client  with  poor  circulation? 

9.  What  can  happen  to   a  skin  injury  of  a  diabetic  client's 
foot? 


CLASSROOM.  LABORATORY,  OR  OTHER  ACTIVITIES: 

1.  Instructor  demonstrates  fingernail  and  toenail  care. 

2.  Students  practice  fingernail  and  toenail  care  on  each  other. 
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LESSON  PLAN:  41 

COURSE  TITLE:       NURSE  ASSTSTAMT 


WIT  VI       !       PERSONAL  CARg 


EVALUATION  ITEMS: 

1.  List  two  purposes  of  nail  care 
a. 

b 

2.  It  is  important  for  the  nurse  assistant  to  observe  for  the 
following  when  performing  nail  care:  (Circle  the  letter  of 
the  correct  answer.) 

a.  Callouses 

b.  Swelling  of  feet 

c.  Cuts 

d.  All  of  the  above 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

  3.  Nails  should  be  trimmed  after  soaking  in  water  since 

this  makes  them  softer. 

  4.  The  diabetic  client's  nails  should  be  trimmed  only 

by  the  nurse  or  podiatrist. 

  5.  Garters  are  an  aid  to  circulation  of  the  legs. 
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LESSON  PLAN: 


COURSE  TITLE: 


UKIT  VI 


ANSWERS  TO  EVALUATION  ITEMS: 

1.  a*.  Give  the  client  a  neat  appearance. 

2.  b.  Prevent  cuts/scratches  from  long  nails. 

3.  T 

4.  T 

5.  F 


41 

NURSE  ASSISTANT 
PERSONAL  CARE 
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LB660N  PLAN:  41 

COURSE  TITLE:      NURSE  ASSISTANT 

UNIT      VI  PERSONAL  CARE 


EVALUATION  ITEMS:  NAME  OF  STUDENT: 


NAIL  CARE 

EQUIPMENT: 

1.  Wash  basin  -  3/4  full  of  warro«  soapy  water. 

2.  Pitcher  of  varn  water. 

3.  Towel  and  paper  towel. 

4.  Disposable/reusable  bed  protector. 

5.  Orange  stick/flat  toothpick. 

6.  Emery  board/nail  file. 

7.  Nail  clippers. 
B.  Lotion. 


J_DID  THE  STUDENT                                                                                        ,  YES  1     NO  | 

1    Fingernail  Care  Procedure                                                               1          |  j 

'  III 
i    A.    Steps  beginning  procedure                                                     1         •  • 

1. 

Wash  hands.                                                                       1         j  j 

; 

2. 

Assemble  necessary  equipment  (Including  supplementary    !         |  | 
lighting,  If  necessary,                                                    1         {  | 

3. 

Identify  and  greet  client.    Identify  self.  Ill 

4. 

Explain  procedure  to  client.                                           1         |  | 

1  B. 

^  III 

Fingernail  care  procedure                                                     i         •  • 

5. 

If  client  is  in  bed,  raise  the  back  rest.    Place            1         1  1 
disposable  bed  protector  on  top,  then  place  towel  on      1         1  | 
top  of  bed  protector.                                                      1         |  | 

If  client  is  in  chair,  lower  ov«r  bed  tables  place         |         |  | 
table  in  front  of  client  with  disposable  bed  proctectorl         |  | 
under  hands,  then  place  towel  on  top  of  bed  protector.  1         1  | 

7. 

1*1  t 

Place  basin  of  soapy  water  on  the  towel.                        |         |  | 

8. 

Soak  fingers  in  the  warm  soapy  water  for  five  minutes.  1         1  1 
Soak  one  hand  at  a  time  or  soak  both  at  same  time.         1         1  1 

9. 

Rinse  hands  with  clear,  warm  water  and  dry  with  the       1         1  1 
to%ml.    Remove  basin  wlien  finished  soaking,                    |         |  | 

 _  ^c-i                                  i         1  1 

DID  THE  STUPglTP 


10.    Plftce  towel  under  client's  dried  hende. 


14.    Rub  l^otion  on  hands. 


YES 


11.  Cently  remove  uirt  from  around  and  under  each 
fingernail  with  an  orange  stick  or  nail  file. 
Use  paper  towel  to  clean  orange  stick. 


12.    Trim  nails  (if  needed)  ir  an  oval  shape. 


15.    Repeat  steps  9-14  on  other  hand. 


16.    Have  client  exercise  hands  by  alternately 
stretching  them  and  making  a  fist. 


C.    Iteps  ending  procedure 

17.    Hake  client  comfortable;  place  call 
signal  within  reach,  if  needed. 


18.    Remove,  clean,  and  store  equipment. 


19.    Wash  hands. 


20.    Record  observations  and  report  anything  unusual 
to  charge  nurse. 


Toenail  Care  Procedure 

A.      Steps  beginning  procedure 

1-4  Complete  steps  1  through  4  of  fingernail  care 
procedure . 
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YES 


}•    Toenail  Care  Procedure 

5-11.    Complete  steps  5  through  11  of  finsemail  care 
procedure;  instead  of  hands  refer  to  feet. 


12.    Trim  nails  (if  needed)  straight  across  only  if 
facility  or  agency  allows  M.A.  to  do  procedure. 


NO 


13.    Smooth  nails  with  an  emery  board  or  file. 


14.    Rub  lution  on  feet  and  legs  in  upward  motion. 


IS.    Repeat  steps  8-14  of  fingernail  cara  procedure  on 
other  foot. 


16.    Have  the  client  exercise  feet  by  raising  and  lowering 
legs  while  sitting  in  a  chair;    wiggling  toes; 
turning  ankles  in  and  out. 


C*    Steps  ending  procedure 

17-20.    Complete  steps  17  through  20  of  fingernails  care 
procedure. 


?SRE."^"r.no"r^^4!?"^  satisfactorily  completed  the  procedure  "NAIL 
CARE'  according  to  the  steps  outlined.  ^cuute  wAiu 


Instructor's  Signature 


(Verifying  Satisfactory  Completion) 


(Date) 
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LESSON  PLAN:   12  

COURSE  TITLE:      MtlUfiB  ASSISTANT 


UNIT      VI       :       PERSONAL  CARE  

SCOPE  OF  UNIT: 

This  unit  covers  all  aspects  of  personal  care  that  affect  a 
client's  personal  hygiene  and  general  comfort.  It  includes  the 
following  procedures:  bathing.  bedmaking.  oral  hygiene, 
shaving,  skin  care,  peri  care,  heir  care,  nail  care,  dressing, 
and  undressing. 

INFORMATION  TOPIC:  VI -42  OR  DEMONSTRATION:  VI 


DRESSING  AND  UNDRESSING 
(Lesson  Title) 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Identify  five  key  points  of  dressing  and  undressinj. 

2.  Demonstrate  how  to  assist  the  client  to  dress  ana  undress 
according  to  the  steps  of  procedure. 


SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.    Articles  of  clothing  appropriate  for  proper  dress  of  client. 
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INTRODUCTION: 

An  essential  part  of  good  grooming  is  wearing  appropriate, 
clean  and  neat  clothing.  Allow  the  client  to  choose  what  to 
wear.  If  tl:e  client  has  difficulty  making  decisionis«  don't 
open  the  closet  and  expect  him/her  to  pick  something  out. 
Rather t  you  suggest  two  different  outfits  and  let  him/her 
choose  one.  This  allows  the  client  to  make  some  decisions. 
The  client  because  of  illness  or  disability,  may  not  be  able  to 
get  dressed  independently.  You.  as  a  nurse  assistant,  will 
then  be  responsible  for  doing  so.  Remember  the  importance  of 
allowing  the  client  to  do  anything  that  he/she  can.  This  will 
reduce  feelings  of  being  so  dependent  upon  others. 
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LESSON  PLAN:  42 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VI       ;       PERSONAL  CARE 


I.  Key  Points  of  Dressing  and  Undressing 

A.  Supervise  appropriate  dress  depending  upon  weather  and 
occasion.    Dress  as  he/she  requests,  if  reasonable* 

B.  Assure  complete  dress  depending  upon  client. 

1.  Underwear  -  bra,  panties,  or  T-shirt,  shorts 

2.  Shoes  and  stockings  -  for  warmth  and  proper  support 

3.  Sweaters  and  jackets  -  this  is  appropriate  for 
older  adults  even  in  the  summer  since  they  may  feel 
colder . 

4.  Lap  robe  -  for  clients  in  g/c  or  w/c  and  with  a 
catheter 

C.  Dress  with  clean  clothes  after  bathing  and  at  any  time 
clothing  is  soiled. 

D.  Encourage  clothes  that  open  down  the  front  for 
handicapped  clients. 

E.  Do  not  put  clothes  on  backwards.  This  is  not 
appropriate. 

F.  Be  aware  of  those  clients  whose  families  do  their 
laundry.    Place  soiled  clothes  in  proper  hamper. 

G.  All  personal  clothing  should  have  name  tags  sewn  in  or 
should  be  marked  with  ink  that  will  not  wash  out. 
Avoid  marking  where  name  will  show  when  garment  is  worn. 

H.  Send  clothing  to  appropriate  department  if  it  needs  to 
be  mended.  Clients  should  not  have  to  wear  clothing 
that  is  in  need  of  repair. 
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LESSON  PLAN:  42 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VI       :       PERSONAL  CARE 


II.  Steps  of  Procedure  for  Dressing  the  client 

A.  Steps  beginning  procedure 

1.  Wash  your  hands. 

2.  Assemble  necessary  clothing. 

3.  Identify  and  greet  client.     Identify  self. 

4.  Explaia  what  you  are  going  to  do. 

5.  Provide  privacy. 

B.  Dressing  procedure 

6.  Assist  client   in  removing  gown,   pajamas,   or  soiled 
clothing . 

7.  If  client  is  in  bed,  put  on  underclothes,  stockings 
and  slacks  while  lying  down. 

8.  Brassiere 

a.  If  client  can  assist,  place  around  her  chest  so 
fasteners  are  in  front. 

b.  Shift  it  around  so  fasteners  are  in  back. 

c.  Instruct  client  to  sLip  arms  through  the 
shoulder  straps . 

9.  Undershirt/slip 

a.  Assist  or  have  client  put  arms  into 
undershirt/slip  first. 

b.  Assist/have  client  put  head  into 
dundershirt/slip. 

c.  Check  and  make  sure  undershirt/slf.p  does  not 
remain  rolled  up  on  client  *  s  back — pull  down  to 
waist. 
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Stocking8/80ck6 

a.  Roll  the  stocking  dovn  fcom  th«  opening  to  just 
beyond  the  heel. 

b.  S)ippoct  client^s  ankle  and  slip  colled  stocking 
over  the  toes;  position  it  over  the  heel,  and 
pull  it  up  smoothly  over  the  leg. 

Undecpants/slacks/pants 

a.  Put  both  legs  in  pants;  slide  up  to  hips. 

b.  Have  client  lift  his/her  hips  and  pull  pants 
up.  If  client  is  unable  to,  turn  to  one  side 
and  slip  pants  over  hip,  then  turn  to  opposite 
side  and  pull  pants  over  hip. 

c.  Zip  the  zipper  and  fasten  (if  applicable). 

d.  If  client  has  catheter ^  leave  the  fly  open  to 
allow  for  tubing,  then  pin  the  fly  shut. 

(CD-3) 

Shoes 

a.  Always  help  client  put  shoes  on  before  standing 
up  from  bed  to  avoid  slipping  on  floor. 

b.  Loosen  laces  and  pull  tongue  of  shoe  forward  and 
up. 

c.  Support  client's  ankle  as  you  slide  the  toes, 
foot  and  heel  into  the  shoe. 

NOTE:    Use  a  shoehorn  if  available. 

d.  If  possible,  have  client  stand  and  then  tie 
shoelaces . 

Raise  the  head  of  the  bed  to  a  near  sitting 
position;  or  assist  client  into  a  sitting  position 
on  side  of  bed  or  into  a  chair  at  bedside. 

Dress/shirt 

a.  Assist/have  client  put  weak  arm  in  sleeve  of 
garment  first  while  there  is  more  "give". 

b.  Put  other  arm  in  next. 

c.  If  both  arms  are  weak,  put  dress  on  over  feet, 
then  put  arms  in  sleeves. 

Pullover  sweater/shirt  is  put  on  like  undershirt. 
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C.  steps  ending  procedure 

16.  Remove,    clean    (i£   garment    is    soiled),    and  store 
removed  clothes. 

17.  Wash  your  hands. 

18.  Record  observations. 

NOTE:    Report  anything  unusual  to  charge  nurse* 

Steps  of  Procedure  for  Undressing  the  Client 

A.  Steps  beginning  procedure 

1-5.    See  steps  1-5  of  dressing  the  client  procedure. 

B.  Undressing  procedure 

6.  Assist  client  from  chair  to  the  bed:  if  he/she  is 
able,  have  client  sit  on  side  of  bed.  If  unable, 
help  client  to  lie  down. 

7.  Remove  shoes  (if  client  will  be  lying  down). 

a .  Loosen   shoelaces,    pull    tongue    of    shoe  forward 
and  up. 

b.  Support  ankle  and  slide  foot  out  of  shoe. 

c.  Store  shoes  in  closet. 

8.  Remove  stockings. 

a.  Roll  stocking  down  to  ankle. 

b.  Support  ankle  and  slide  stocking  off  foot. 

9.  Pullover  sweater/shirt 

a.  Loosen    first     (unzip/unbutton)     and    grasp  the 
bottom  of  garment  at  back  and  pull  to  the  neck. 

b.  Pull  over  head 

c.  Then  pull  off  of  the  arms. 
10.  Dress/shirt 

a.  Loosen   first   and   remove   the   sleeve  of  garment 
from  the  strong  arm. 

b.  If  client   is   lying  down,    then  roll  client  and 
tuck  the  half -removed  garment  under  client. 

663 

60S 


c.  Return  client  to  back:  turn  him/her  slightly  in 
the  opposite  direction;  grasp  the  garment  and 
pull  out. 

d.  Remove  garment  from  weak  arm. 

e.  Follow  same  sequence  if  client  is  sitting  up. 

11 .  Slacks/pants/underpants 

a.  Unfasten  pants  at  waist  and  unzip. 

b.  Have  client  stand  if  able  to  pull  pants  off  legs. 

c.  If  client  is  lying  down,  have  him/her  lift  hips 
up  and  slip  pants  down  over  buttocks,  if  client 
is  unable  to  do  this,  roll  client  toward  you. 
slip  pants  down  over  hip.  then  turn  to  back  and 
to  opposite  side  and  pull  pants  down  over  other 
hip. 

d.  Return  client  to  back  and  slide  pants  down  over 
legs  and  pull  off  feet. 

e.  Remove  shoes  end  stockings  if  client  was 
standing. 

12.  Undershirt/slip    is     removed    following    steps  for 
pullover  sweater/shirt. 

13.  Brassiere 

a.  Unfasten  bra/assist  client  to  unfasten  bra. 

b.  Slip  arms  out  of  shoulder  straps. 

14.  Assist/have  client  put  on  gown  or  pajamas. 

15.  Assist  client  to  bed  if  not  in  bed. 

16.  Place  call  signal  within  reach.  (CD-4) 
C.  Steps  erding  procedure 

17-19.  See  eceps  16-18  of  dressing  the  client  procedure. 
Summary  and  Conclusion 

A.  Key  points  of  dressing  and  undressing 

B.  Classroom  discussion 

C.  Review  steps  of  procedures. 
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LESSON  PLAN:  42 

COURSE  TITLE:      wiroftTg  iikflflTflTAMT 

UNIT      VI       :       PERSONAL  CARE 


CLASSROOM  DISCUSSION: 

1.  Which  arm  should  be  placed  in  garment  first  if  the  client 
has  a  non  functioning/weak  side? 

2.  What  clothes  can  you  put  on  the  client  before  sitting  up? 

3.  Why  do  you  have  clients  put  on  shoes  before  standing? 

4.  What    should    always    be    done    after    the    clienc    has  been 
undressed  and  put  to  bed? 


CLASSROOM.   LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Instructor  demonstrates  dressing  and  undressing  a  client. 
(May  have  a  student  put  on  clothing  over  his/her  own 
clothing  if  Chase  doll  not  available) 

2.  Students  practice  dressing  and  undressing  procedure. 
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LESSON  PLAN:  42 

COURSE  TITLE:       MURfig  ASSTfiTANT 


UNIT      VI       :       PERSONAL  CARE  

EVALUATION  ITEMS: 

1.  Elderly  clients  may  feel  colder  due  to:     (Circle  the  letter 
of  the  correct  answer.) 

a.  Senility 

b.  Inadequate  heating  systems 

c.  Poorer  circulation  and  less  fat 

d.  Because  they  like  to  complain 

2.  Complete  dress  includes:     (Circle  the  letter  of  the  correct 
answer . ) 

a.  Underwear 

b.  Shoes  and  stockings 

c.  Sweaters  and  jackets 

d.  All  of  the  above 

For  each  of  the  following,  write  '*T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 


3.  Always  dress  clients  who  are  handicapped  with 
clothes  on  backwards  since  it  is  easier  to  get  them 
on  and  off. 

4.  Dress  the  client  with  clean  clothes  after  bathing. 

5.  It  is  not  the  nurse  assistant's  responsibility  to 
send  clothing  to  the  appropriate  department  for 
mending. 


LESSON  PLAN:  42 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VI       :       PERSONAL  CARE 


ANSWERS  TO  EVALUATION  ITEMS: 

1.  e 

2.  d 

3.  P 

4.  T 

5.  P 


612 


668 


LESSON  PLAN:  42 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT      VI  PERSONAL  CARE 


EVALUATION  ITEMS:  NAME  OF  STUDENT: 


DRESSING  AND  UNDRESSING 

EQUIPMENT: 

1.  Articles  of  clothing  appropriate  for  proper  dress  of  client. 


DID  THE  STUDENT 


YES 


NO 


::>,:>^inR  the  Client 
A*    Steps  beginning  procedure 
1.    Wash  hands.  


Arrange  n^^o^^^ar^  T^-ihinR. 


3, 
4. 


Identify  and  greet  client.    Identify  self. 


Explain  procedure  to  client > 


5,    Provide  Privacy. 


B.    Dressing  procedure 

6.    Assist  client  in  removing  gown,  pajamas,  or 
soiled  clothing. 


7.    If  client  is  in  bed,  put  on  underclothes,  stockings 
and  slacks  while  lying  down. 


8.  Brassiere 

a.    If  client  can  assist,  place  around  her  chest  so 
fasteners  are  in  front;  fasten  bra. 


b.    Shift  it  around  so  fasteners  are  in  back. 
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c.    Instruct  elimt  to  slip  arms  through  th« 
shoulder  str^s. 


9.  Utidershirt/slip 

a.    Assist  or  hsvs  d*  ynt  put  head  into 
undershirt/slip  first. 


b.    Assist  or  h«v»  client  put  head  into 
undershirt/slip. 


c.  Check  and  make  sure  undershirt/slip  does  not 
remain  rolled  up  on  client's  back— pull  down 
waist. 


10.  Stockings/socks 

a.    Roll  the  stocking  down  from  the  opening  to  just 
beyond  the  heel. 


b.    Support  client's  ankle  and  slip  rolled  stocking 
over  the  the  toes;  position  it  over  the  heel, 
and  pull  it  up  smoothly  over  the  leg. 


11.  Underpants/slacks/pants 

a.  Put  both  legs  in  pants;  slide  up  to  hips. 

b.  Have  client  lift  his/her  hips  and  pull  pants  up. 
If  client  is  unable  to,  turn  to  one  side  and  slip 
pants  over  hip,  then  turn  to  opposite  side  and 
pull  pants  over  hip. 

c.  Zip  the  zipper  and  fasten  (if  applicable). 


d.    If  client  has  catheter  leave  the  fly  open  to  allow 
for  supine,  then  pin  the  fly  shut. 


12.  Shoes 


a.    Always  help  client  put  shoes  on  before  standing 
up  from  bed  to  avoid  slipping  on  floor. 
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JOS. 


MA 


b.    Loosm  lae#t  and  pull  tongua  of  ahoa  fomard 
and  up. 


c.    Support  eliant*a  ankla  aa  you  alida  toa  toaa, 
foot  and  haal  into  tha  ahoa. 


d.    If  poaaibla,  hava  cliant  atand  and  tia  choalacaa. 

13.  Raiaa  tha  haad  of  tha  bad  to  a  naar  aitting  poaition; 
or  aaaiat  cliant  into  a  aitting  poaition  on  aida  of 
bed  or  to  a  chair  at  bedsida. 

14.  Drasa/ahirt 

a.  Aaaiat/hava  cliant  put  weak  arm  in  alaava  of 
garmant  firat  whila  thara  ia  mora  "giva.** 

b.  P  *t  other  am  in  next. 

c.  If  both  arma  are  weak,  put  dress  on  over  feet, 
then  put  ama  in  aleevea. 

15.  Pullover  aweater/ahirt 

a.  Put  on  like  undershirt. 

C.    Steps  ending  procedure 

16.  Remove,  clean  if  garment  soiled  and  store  removed 
clothes. 


17.  Waah  handa 

18.  Record  obaervationa  and  report  anything  unusual  to 
charge  nuraa. 

Draaalna  tha  client 

1.    Stapa  beginning  procedure 

1-5    coxnplata  atapa  1-5  of  dressing  tha  client  procedure* 
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B.   UndrttMlns  proe*dur« 


6. 


Aasist  elimt  from  chair  to  tho  bod;  if  ho/sho 
!•  ablo  havo  ablo,  havo  client  sit  on  sldo  of  bod. 
If  unablo.  holp  diont  to  llo  dowi.  ' 


7.    Komovo  shoos  (if  diont  will  bo  lying  down). 

a.    Looson  shoolacot,  pull  tonguo  of  shoo  forward 
and  up. . 


b.    Support  anklo  and  slido  foot  out  of  shoo. 


c.    Store  in  closet. 


8.    Remove  stockings. 

a.    Roll  stocking  down  to  ankle. 


b.    Support  anklo  and  slido  stocking  off  foot. 


9.    Pullover  sweater/shirt 

a.    Loosen  first  (unzip/unbutton)  aHd  grasp  the 
bottom  of  gament  at  back  and  pull  on  the  neck. 


b.    Pull  over  head. 


c.    Then  pull  off  the  arms. 


10.  Dress/shirt 

a.    Loosen  first  and  rwoove  the  sleeve  of  gament 
from  the  strong  am. 


b.    If  client  is  lying  down,  then  roll  client  and 
tuck  the  half -removed  gament  under  client. 


c.    Return  client  to  back;  turn  him/her  slightly  in 
the  opposite  direction;  grasp  t.»o  garment,  and 
pull  out. 
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d.   Remove  ganont  from  weak 
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!  YES   !     HQ  ! 


Follow  same  sequence  if  client  is  sitting  up. 


11.  Slacks/pants/underpants 

a.    Unfasten  pants  at  waist  and  unzip. 


b.    Have  client  stand  if  able  end  pull  pantfi  off  legs.  ! 


i                c.    If  client  is  lying  down,  have  hiro/her  lift  hips  up 

•  'lip  pants  down  over  buttocks.    If  client  is 
t                      unable  to  do  this,  roll  toward  you.  slip  pants 

1                       down  over  hip.  then  turn  to  back  and  to  opposite 

•  side  and  pull  pants  down  over  other  hip. 

! 
! 
! 

!  ! 
1  1 

1  1 

!  ! 

!   

J                 d.    Return  clit'^t  to  back  and  slid**  pants  down  over 

•                               IfiCfi  Ant)  m.1  1        F  nf  ^AA^ 
avqs  Miiu  |/uxx  w£  ■    u&  &  eec . 

! 

*                  e .     Remove  shoes  and  fii:ciek4n»c  \  f  ni^An^  .  ra «  M^^^^i^. 

« w  0taw9  ati\j  B x&  cxx€nc  wss  scsnOxng. 

•          12.     Undershir t/s  1  if)  —  r*omnt/o  Fniinu4n»  e^A«%«*  c^**  ^..ii 

•       vii^Aci.  0iaAL    a  A         L  eiiiuve  coixowing  sceps  tor  pullover 

!  sweater/shirt. 

;  , 

!         13.  Brassiere 

!                 a.    Unfasten  bra/assist  client  to  unfasten  bra. 

\  j 
 1 

5                 b.    Slip  arms  out  of  shoulder  straps. 

!         14.    Assist/have  client  put  on  gown  or  pajamas.  ! 

!         15.    Assist  client  to  bed  if  not  in  bed.  I 

#  1 

J         16.    Place  call  signal  within  reach.  j 

!  C.    Steos  ending  i[>rocedu».*e  ( 

!         17-19.    Complv'.te  steps  16-18  of  dressing  the  cli*nt  ! 
f                     procedure.  i 

m  * 

The  student  has  satisfactorily  completed  the  procedure 
••DRESSING  AND  UNDRESSING"  according  to  the  steps  outlined. 


Instructor's  Signature 
(Verifying  Satisfactory  Completion) 
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LESSON  PLAN:   

COURSE  TITLE:  NURSE  ASSISTANT 
UNIT    .  ..VI I_:      .  ELIMINATION  


SCOPE  OF  UNIT: 

This  unit  covers  all  aspects  of  the  elimination  of  ucine  and 
•tool,  which  includes  care  of  the  catheter,  bowel  and  bladder 
retraining,  giving  and  removing  the  urinal  and  bedpan,  giving 
an  enema,  collecting  specimens  and  testing  urine  for  sugar  and 
acetone. 

INFORMATION  TOPIC:      VII--43  OR  DEMONSTRATION: 

ELIMINATION  OF  URINE 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Natch  terms  presented  in  this  lesson  to  correct  definitions. 

2.  Identify  two  factors  which  maintain  urine  elimination. 

3.  Describe  the  characteristics  of  normal  urine. 

4.  Identify  three  conditions  that  may  cause  abnormal  urine 
elimination. 

5.  Identify  three  factors  that  can  lead  to  urinary 
incontinence. 

6.  List  two  special  measures  for  abnormal  urinary  function. 

SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  HO  1:  Catheters 

2.  Trainex  filmstrip  #338:      Assisting  Your  Patient  with  Urine 
Elimination" 

3  •  Projector 

4.  Indwelling  catheter 

5.  Exte£V4l  catheter 
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TEACHER  RESOURCES: 


INTRODUCTION: 

Elimination  of  urine  is  one  of  the  body's  basic  functions.  The 
elimination  system  must  work  properly  to  rid  the  body  of 
wastes:  if  not.  the  client  will  become  very  ill.    The  nurse 
assistant  must  be  aware  of  the  importance  of  proper  fluid 
intake  and  the  need  to  get  all  clients  to  the  toilet  as  often 
as  necessary.    It  is  difficult  at  throes  to  accomplish  this,  but 
every  attempt  should  be  made. 


6.?: 
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LESSON  PLAN:  43 

COURSE  TITLE:  NURSE  ASSISTANT 


UNIT        VII   :  ELIMINATION  

OUTLINE  (Key  Points) 

I.  Terms  and  Definitions 

A.  Bladder  -  a  muscular  sac  chat  stores  the  urine  in  the 
body 

B.  Catheter  -  a  sterile  tube  inserted  into  bladder  to 
drain  urine 

C.  Incontinent    -    inability    to    control    evacuation  of 
one* 8  bowels  or  bladder  or  both 

D.  Kidneys  -  filtering  system  of  the  body 

E.  Sphincter  muscles  -  a  circle  of  muscle  fibers  around 
the  outlet  of  the  urethra  ai  d  rectum  which  are 
normally  closed  but  can  be  relaxed  to  allow  passage 
of  ur  ine  and  stool 

F.  Ureters  -  tubes  that  carry  urine  from  kidneys  to 
bladder 

G.  Urethra  -  the  small  passage  from  the  bladder  through 
which  urine  leaves  the  body 

H.  Urinate  -  to  pass  urine  (also  micturate  or  void) 

II.  Normal  Urine  Elimination 

A.    Factors  which  maintain  urine  elimination 
1.  Fluidc 

a.  The  body  needs  an  adequate  intake  of  fluids 
for  proper  functioning  of  the  urinary  system. 

b.  Nursing  responsibilities 

1)  Ensure  adequate  intake  of  2.000-3.000 
cc»s  of  fluid  per  24  hours  (2-3  quarts) 

(CD-1_ 

2)  Most  fluids  should  be  given  between  7 
a.m.  and  7  p.m.  to  prevent  resident  from 
having  to  get  up  during  the  night  to 
void. 


2.  Habits/pattern 

a.  The  body  usually  gives  sensation  to 
eliminate  urine  every  two  to  three  hours  if 
intake  is  adequate. 

b.  Nursing  responsibilities 

1)  Find  out  where  and  how  often  the  client 
usually  voids . 

2)  Try    to    follow    established    routine  and 
respect  privacy. 

B.    Normal  urine  characteristics 

1)  Color  -  straw  yellow 

2)  Clarity  -  clear,  free  of  sediment  and  mucus 

3)  Amount  -  usual  amount  voided  is  300-500  ml 

4)  Odor  -  none,    except  with  certain  liquids  such  as 
coffee 

5)  Frequency  -  depends   on  fluid   intake,   most  people 
void  at  least  every  three  hours 

III.     Conditions  That  May  Cause  Abnormal  urine  Elimination 
A.     Infection  of  kidney  or  bladder 

1.  Symptoms 

a.  Blood  in  urine  -  dark  red  or  bright  red 

b.  Change   in  normal   characteristics  of  urine  - 
dark  yellow,  cloudy,  or  foul  odor 

c.  Client  complains  of  burning  upon  urination 

d.  Client    complains    of    pain    (location  depends 
on  where  infection  is)  (CD-2) 

e.  Changes        in        vital        signs  (increased 
temperature,   increased  pulse  and  respiration) 

2.  Nurse  assistant  responsibilities 

a.      Report  any  of  the  above  to  the  charge  r<irse. 
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b.  Ensure  adequate  fluid  intake;  force  fluids 
if  indicated  by  charge  nurse. 

c.  Prevent  infection  by: 

1)  Encourage  adequate  fluid  intake, 
especially  of  water  and  fruit  juices. 

2)  Encourage  client  to  urinate  at  least 
every  three  to  four  hours  while  awake. 

3)  Assure  proper .hygiene  of  perineal  area; 
daily  washing  and  proper  wiping  from 
front  to  back  for  female  client. 

B.    Retention  -  inability  to  empty  bladder  caused  by  poor 
muscle  tone  of  bladder,  obstruction  of  urethra,  or 
damage  to  certain  areas  of  nervous  system 

1 .  Symptoms 

a.  Jli«nt  complains  of  difficulty  passing  urine 

b.  Client  complains  of  feeling  of  fullness  in 
the  bladder 

c.  Client  urinates  in  very  small  amounts  and 
frequently 

2.  Nurse  assistant  responsibilities 

a.  Report  any  of  the  above  to  the  charge  nurse. 

b.  Try  triggering  mechanisms  to  help  client 
relax  and  allow  the  sphincter  muscle  to  open 
and  release  urine. 

1)  Sound  of  running  water 

2)  Pouring  warm  water  over  the  perineal  area 

3)  Putting  client's  hand  in  warm  water 

c.  Assist  the  charge  nurse  with  catherization 
procedure  if  indicated. 

2.    Incontinence  -  inability  to  stop  or  control  the 

passage  of  urine  (CD-3) 

I.    Factors  that  can  lead  to  incontinence 
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a.  Confusion  -  unable  to  understand  where  or 
when  he/she  is  urinating 

b.  Poor  fluid  intake  -  concentrated  urine  is 
irritating  and  causes  frequent  dribbli:ig 

c.  Sphincter  muscle  weakness  causes  bladder  to 
release  urine  unexpectedly 

d.  Damage  to  nerves  in  bladder  which  prevents 
stimulation  of  a  full  bladder  from  signaling 
the  brain 

e.  Damage  to  brain  which  prevents  person  from 
feeling  urge  to  urinate 

f.  Dribbling  after  catheter  removal  due  to 
irritation  and  reduction  in  the  size  of  the 
bladder. 

g.  Limited  mobility  and  lack  of  assistance  in 
getting  to  the  bathroom 

2.    Nurse  assistant  responsibilities 

a.  Ensure  adequate  fluid  intake. 

b.  Assist  with  bladder  training  program;  may 
need  to  get  client  up  during  the  night  or 
take  to  the  bathroom  more  frequently  than 
normal  (every  one  to  two  hours). 

Special  Measures  for  Abnormal  Urinary  Function 

A.     Indwelling  catheter  -  a  sterile  tube  inserted  through 
the  urethra  into  the  bladder  to  drain  urine:  held  in 
place  by  a  small  inflated  balloon  (HO  1) 

1.  Must  be  ordered  by  physician  and  inserted  only  by 
a  licensed  nurse  (CD-4) 

2.  Conditions  that  require  cather ization 

a.  Relief  of  a  partial  obstruction  in  the 
urethra  causing  urinary  retention 

b.  Some  clients  who  are  paralyzed 

c.  Clients  in  a  coma 

d.  Incontinence  which  is  leading  to  skin 
breakdown  of  the  peri  area 
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Important  points  about  catheters 


The  bladder  is  considered  sterile;  the 
catheter  and  drainage  tube  and  bag  are  a 
sterile  system—this  system  is  not  to  be 
opened  except  when  the  catheter  or  bag  must 
be  changed.  if  the  system  is  opened,  germs 
may  enter  which  could  lead  to  an  infection. 

1)  Drainage  tubing/bags  should  not  be 
allowed  to  touch  the  floor:  always  hook 
to  bedrail  or  chair:  should  never  be 
above  level  of  client's  bladder. 

2)  When  tie  bag  is  emptied,  the  drainage 
tube  sh^:uld  not  be  allowed  to  touch  the 
rim  of  the  urinal  con.ainer,  the  floor, 
or  left  out  of  its  pouch  while  the 
urinal  is  being  emptied.  Wear 
disposable  gloves  during  procedure. 
Ha  ids  must  be  washed  every  time  a 
catheter  bag  is  emptied. 

3)  Drainage  bag  should  be  changed  p.r.n.  as 
directed  by  the  charge  nurse. 

4)  Drainage  bag  should  be  emptied  when  it 
starts  getting  full  or  at  the  endl  of  a 

•^hift;  reco'"'  smount  "mptied. 

The  urine  drains  by  the  principle  of  gravity. 

1)  The  catheter  and  tubing  should  always  be 
free  of  bends  or  kinks. 

2)  Tubing  should  always  be  coiled  or  looped 
instead  of  hanging  loosely.  Prevent 
tubing  from  hanging  below  the  level  of 
the  drainage  bag. 

3)  The  system  should  always  be  below  the 
level  of  the  bladder;  if  moved  above, 
urine  could  flow  back  into  the  bladder. 

The  catheter  tubing  should  never   be  pulled 
on. 

1)  Taping  it  loosely  to  inner  thigh/using  a 
leg  band  helps  prevent  this. 

2)  When  transferring  clients  from  bed  to 
chair,  always  move  drainage  bag  over  to 

chair  before  movixiij  ciieiit.    Do  r.  w  itep 
on  tubing. 
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Ti.  Ttx^fi/txttrnil  cathatar  -  nay  only  ba  uaad  for  aala 
clienta:  a  condom* typa  devica  attachad  to  tha  pania 
with  a  drainaga  bag  (HO  2) 

1.  Nuicaa  aaaiatant  nay  apply  or  aaaiat  cliant— thia 
ia  not  a  atari la  ayatan:  uaa  claan  tachniqua. 
Naar  diapoaabla  glovaa  during  procadura. 

2.  Varioua  typea  availabla^  follow  diractiona  for 
applying  that  cone  with  cathatar. 

3.  Client  will  require  daily  peri  care. 
Summary  and  Concluaion 

A.  Terma  and  dafinitiona 

B.  Normal  urine  elimination 

C.  Conditiona  that  may  cauae  abnormal  urine  elimination 

D.  Special  neaaurea  for  abnormal  urinary  function 

It  ia  our  goal  to  properly  maintain  thia  baaic  body 
function  for  each  of  our  clienta.    Incontinence  ahould 
not  be  aaaumed  when  one  talka  about  tha  elderly.    Many  of 
our  clienta  juat  need  guidance  and  aupport  in  regaining 
control  of  thia  function.    Keep  in  mind  the  importance  of 
your  obaervation  akills.    It  nay  be  up  to  your  four 
aenaea  to  detect  a  problem.    Wear  diapoaabla  glovaa 
during  procedurea. 


-  6p:, 
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LESSON  PLAN: 
COURSE  TITLE: 
UNIT       VII  : 


CLASSROOM  DISCUSSION: 

1.  If  the  fluie  intake  is  between  1.500  to  2,000  ml  per  24 
hours,  what  do  you  expect  the  output  to  be  in  24  hours? 

2.  Where  would  you  expect  pain  to  be  if  the  client  has  a 
kidney  infection? 

3.  Are  Host,  elderly  people  incontinent? 

4.  Why  does  a  licensed  nurse  have  to  insert  an  indwelling 
catheter? 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Show  filnstrip, 

2.  Show  students  internal  and  external  catheters. 


6r  o 
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LESSON  PLAN: 
COURSE  TITLE: 
UNIT       VII  : 


43 


NURSE  ASSISTANT 


ELIMINATION 


EVALUATION  ITEMS: 

Match  the  following  terms  to  correct  definitions  by  writing  the 
letter  in  the  blank. 


,1.  Bladder 

2 .  Catheter 

_3 .  Incontinent 

4 .  Kidneys 

^5.  Sphincter  muscles 

6.  Ureters 

J.  Urethra 

8.  Void 


a.  The  small  passage  from  the 
bladder  to  the  outside  of 
the  body 

b.  Filtering  system  of  the  body 

c.  Circle  of  muscle  fibers 
around  the  urethra 

d.  Tubes  that  carry  urine  from 
kidneys  to  bladder 

e.  Sterile  tube  inserted  into 
bladder  to  drain  urine 

f.  Inability  to  control  passage 
of  urine 

g.  Muscular  sac  that  stores  the 
urine  in  the  body 

h.  To  pass  urine,  micturate, 
urinate 


10. 
11. 


List  two  factors  that  help  to  maintain  normal  urine 
elimination. 

a. 

b. 

Describe  the  characteristics  of  normal  urine. 

Which  of  the  following  is  not  a  condition  that  may  cause 
abnormal  urine  elimination?      (Circle  the  letter  of  the 
correct  answer.) 

a.  Infection  of  bladder 

b.  Incontinence 

c .  Retention 

d.  Constipation 
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12*      List  two  special  measures  for  abnormal  urinary  function, 
a. 
b. 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  ""F"  If  the  statement  is  false. 

 12.    Confusion  may  lead  to  urinary  incontinence. 

 14.    Proper  fluid  intake  is  another  cause  of  incontinence. 

 15.    Damage  to  the  brain  may  prevent  a  client  from  feeling 

^     ^*        the  urge  to  urinate  and  can  cause  incontinence. 


6.^:3 
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LESSON  PLAN:        .  .43  . 

COURSE  TITLE:  NURSg.  ASSISTANT  

UNIT        VII   :       .  ELIMINATION  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  9 

2.  e 

3.  £ 

4.  b 

5.  c 

6.  d 

7.  a 

8.  h 

9.  a.    Adequate  fluid  intake 

b.    Adhering  to  habits/pattecns  already  established 

10.  Strew  yellow  in  color:  clean,  free  of  sediment  and  mucus; 
usual  amount  voided  is  300-500  ml.;  no  odor  (except  with 
liquids  such  as  coffee);  frequency  depends  on  fluid 
intake,  most  poople  void  at  ieast  every  three  hours 

11.  d 

12.  a.     Indwelling  catheter 

b.    Texas/external  catheter 

13.  T 

14.  F 

15.  T 


V/  ^  o 
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LESSON  PLAN: 


4i 


COURSE  TITLE: 


NURSE  ASSISTANT 


UNIT        VII  ;  ELIMINATION  

SCOPE  OF  UNIT: 

This  unit  covers  all  aspects  of  the  elimination  of  urine  and 
•tool,  which  includes  care  of  the  catheter,  bowel  and  bladder 
retraining,  giving  and  removing  the  urinal  and  bedpan,  giving 
an  enema,  collecting  specimens  and  testing  urine  for  sugar  and 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TOi 

1.  Demonstrate  how  to  give  cathet-r  care  according  to  the  steps 
of  procedure. 

2.  Demonstrate  how  to  change  a  drainage  bag  according  to  the 
steps  of  procedure. 

SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  Chase  doll  (if  available) 

2.  Basin  -  1/2  full  of  warm  water 

3.  Washcloths  (2) 

4.  Mild  soap 

5.  Disposable  oi.  reusable  bed  protector 

6.  TowAl 

7.  Bath  blanket 


acetone. 


INFORMATION  TOPIC: 


OR 


DEMONSTRATION  VI 1-44 


CATHETER  CARE 
(Lesson  Title) 


TEACHER  RESOURCES: 


INTRODUCTION: 

When  taking  care  of  clients  with  catheters  keep  In  mind  the 
basic  principles  of  gravity  and  Infection  control.    It  Is  the 
nurse  assistant's  responsibility  to  check  the  catheter  to  see 
that  It  Is  draining  properly*  to  ke^p  the  perineal  area  clean, 
to  note  changes  In  the  urine,  and  to  empty  the  drainage  bag. 
All  of  these  things  are  part  of  catheter  care.    This  lesson 
will  cover  dally  care  of  the  catheter  and  perineal  area  and  the 
procedure  for  changing  the  drainage  bag  or  applying  a  leg  bag 
which  is  more  comfortable  for  the  ambulatory  client. 
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LESSON  PLAN:  44 

COURSE  TITLE:  NURSE  ASSISTANT 


UNIT        VII  :  ELIMIMATION  

STEPS  OF  PROCEDURE: 
Catheter  Car» 

A.    Steps  beginning  pcoceluce 

1.  Hash  youc  hands. 

2.  Assemble  necessary  equipment. 

3.  Identify  and  greet  client.    Identify  self. 

4.  Explain  what  you  eire  going  to  do. 

5.  Provide  privacy. 


B.    Catheter  c^re  procedure 


6.  Client  should  be  in  supine  position  with  legs  apart; 
place  bed  protector  under  buttcks  and  between  legs. 

7.  Cover  client  with  bath  blanket,  thon  remove  top  sheet. 

8.  Check  catheter  and  drainage  bag  for  leaks,  kinks, 
level  of  bag.  character  of  urine,  and  that  it  is 
securely  attached  to  bed  frame.  (CD-I) 

9.  Hearing  disposable  gloves,  expose  the  perineal  area. 

a.  Separate  the  labia  of  the  female  client  and 
gently  wash  around  the  opening  of  the  urethra 
with  soap  and  warm  water.  (CD-2) 

b.  Gently  pull  back  the  foreskin  of  the  male  client 
and  gently  wash  around  the  opening  of  the  urethra 
with  soap  and  warm  water. 

10.  Kash  the  catheter  tubing  from  the  opening  of  the 
urethra  outward  four  inches.  Do  not  pull  on  the 
catheter.  (CD-3) 

11.  Using  a  fresh  washcloth  continue  washing,  rinsing, 
and  drying  the  perineal  area,  (follow  procedure  in 
lesson  plan  39.  Perineal  Care.  IV.  B..  steps  9-13 
for  the  male  resident  and  V.  B..  steps  9-15  for  the 
female  resident.) 
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12.  Remove  bed  protector  and  bath  blanket. 
C.    Steps  ending  procedure 

13.  Remove,  clean,  and  store  equipment. 

14.  Wash  your  hands. 

15.  Make  the  client  comfortable:  place  call  signal  within 
reach. 

16.  Record  observations. 

NOTE:    Report  anything  unusual  to  the  charge  nurse. 
Changing  the  Drainage  Bao 

A.  Steps  beginning  procedure 

1-5.    See  steps  1-5  of  catheter  care  procedure. 

B.  Changing  the  bag  procedure 

6.  If  applying  a  reusable  leg  bag.  swab  the  e;id  to  be 
connected  with  alcohol  and  place  on  sterile  gauze/in 
alcohol  packet.    Do  nbt  allow  it  to  touch  anytuing 
considered  unsterile.    Wear  disposable  gloves. 

7.  Crimp  with  your  fingers  or  clamp  the  catheter  tubing 
so  urine  does  not  flow. 

8.  Disconnect  catheter  tubing  from  drainage  bag.  Apply 
cap  over  end  of  tubing  if  reusing  that  drainage  bag. 

9.  Connect  leg  bag  to  the  catheter. 

10.  Unclamp  catheter.    Check  to  see  that  urine  is  flowing 
(may  take  a  few  minutes). 

11.  If  placing  a  leg  bag  or  applying  new  tape,  allow 
enough  slack  so  there  is  no  pull  on  the  catheter. 

12.  If  drainage  bag  is  to  be  reapplied  later,  remove  the 
cap.  swab  the  ena  with  alcohol,  and  replace  cap. 

C.  Steps  ending  procedire 

13-16.    See  steps  13-16  of  catheter  care  procedure. 
SUMMARY  AND  CONCLUSION: 

1.  Class  discussion  items. 

2.  Review  steps  of  procedures. 
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LESSON  PLAN: 


44 


COURSE  TITLE: 


NURSE  ASSISTANT 


UNIT  ai_: 


ELIMINATION 


CLASSROOM  DISCUSSION: 

1.  What  kind  of  things  do  you  always  check  for  when  working 
with  the  catheter  and  drainage  system? 

2.  What  part  of  the  body  do  you  wash  first  when  doing 
catheter  care? 

3.  How  many  inches  of  the  caU  iter  tubing  outward  is  cleaned? 

4.  Why  would  a  client  want  to  use  a  leg  bag? 


CLASSROOM,  LABORATORY,  OR  OTHER  ACTIVITIES: 

1.  In6::ructor  demonstrates  catheter  care  and  application  of 
new  bag  or  leg  bag. 

2.  Students  practice  catheter  care  and  application  of  new 
bag  or  leg  bag. 
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LBTSOH  PLAN: 
COURSB  TITLE: 


— 44_ 

WURSE  ASSISTAMT 


WIT   VII      ;  ELIMIWATlcy 


EVALUATION  ITEMS:  NAME  OF  STUCIINT:. 

CATHETER  CARE 

BQUIPHENT 

1.  Chas*  doll  (if  available) 

2.  Basin  -  1/2  full  of  warm  water 

3.  Washcloths  (2) 

4.  Mild  soap 

5.  Disposable  or  reusable  bed  projector 

6 .  Towel 

7.  Bath  blanket 


DID  THE  STUDENT 


ERIC 


i^St^het^r  Care 

A.     Steps  beginning  procedure 

1.  Wash  hands. 

2.  Assemble  necessary  equipment. 

3.  Identify  and  greet  client    Identify  self. 


4.  Explain  the  procedure  to  the  client. 

5.  Provide  privacy^ 
Catheter  care  procedure 


Client  should  be  in  supine  position  with  legs 
apart;  place  bed  protector  under  buttocks  and 
between  legs. 
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7. 


8. 


Cover  client  with  bath  blanket,  then  remove  top 
sheet. 


Check  catheter  and  drainage  bag  for  leaks,  kinks, 
level  of  bag,  character  of  urine,  and  that  it  is 
securely  attached  to  bed  frame. 
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UMring  disposable  gloves  t  expose  the  perineal 
area. 

a.    Separate  the  labia  of  the  female  client 
and  gently  wash  around  the  opening  of  the 
rethra  with  soap  and  warm  water. 


b.  Gently  pull  back  the  foreskin  of  the  male 
client  and  gently  wash  around  the  opening 
with  soap  and  warm  water. 


10. 


Wash  the  catheter  from  the  opening  of  the 
urethra  outward  four  inches.  Do  not  pull 
on  the  catheter. 


11.    Using  a  fresh  washcloth  continue  washing » 
rinsings  and  drying  the  perineal  area. 


12.    Remove  bed  protector  and  bath  blanket. 


C.      Steps  ending  procddure 

13.      Remove*  clean,  and  store  equipment. 


14.     WaJh  hands. 


15.     Make  the  client  comfortable;  place  call 
signal  within  reach. 


16. 


Record  observations  and  report  anything 
unusual  to  charge  nurse. 


ChantinK  the^Drainagi,.Ba& 

A.      Stepr  beginning  procedure 

1-5,    Complete  ateps  1-5  of  catheter  care 
procedure . 


B,     Changing  the  bag  procedure 
6. 


YES 


Tf  applying  a  reusable  leg  bag,  swab  the  end 
to  be  connected  with  alcohol  and  place  on  sterile 
gauze/in  alcohol  packet  without  allowing  it  to 
touch  anything  considered  unsterile. 


7.       Crimp  with  fingers  or  clamp  the  catheter 
tubing  so  urine  does  not  flow. 


NO 


8. 


Ditconntct  cathtttr  tubint  from  drain^j^t 
bag.    Apply  cap  ovtr  and  of  tubing  if  roucing 
that  drainago  bag. 


9.       Connoct  log  bag  to  tho  cathotor 


10.     Unclanv  cathotor.    Chock  to  too  that  urino 
is  floKing  (may  tako  a  fow  minutos). 


11.  If  placing  a  leg  bag  or  applying  new  tape 
allow  enough  slack  so  there  is  no  pull  on 
the  catheter. 


12.      If  drainage  bag  is  to  be  reapplied  later t 
remove  the  cap,  swab  the  end  with  alcohol, 
and  replace  cap. 


C.      Steps  ending  procedure 

13-16.      Complete  steps  13*16  of  catheter  care 
procedure. 


The  student  has  satisfactorily  completed  the  procedure  **CATHETER  CARE* 
according  to  the  steps  outlined. 


Instructor's  Signature 
(Verifying  Satisfactory  Completion) 


Date 
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LESSON  Pl'N:   45  

COURSE  TITLE:     NURi^E  ASSTSTAMT  ^ 

UNIT       VII  :  SLIMINATION  

SCOPE  OP  UNIT: 

I?iol'*"iMrS''?n^^^^  °^         elimination  of  urine  and 

J«?riinTJi  °^         catheter,  bowel  and  bladSer 

is  I™1  ';«?J''^?f  "'^  "»oving  the  urinal  and  bedpan.  g?viM 
•  specimens  and  testing  urine  tit  ^ujar  a2d 

INFORMATION  topic:     VlI-45  or  DEMONSTRATION 

ELIMINATTOM  OF  STOOL 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Match  terms  presented  in  this  lesson  to  correct  definitions, 

2.  List  four  factors  which  maintain  normal  bowel  function. 

3.  Describe  the  characteristics  of  normal  stool. 
f"nSuoS.'°"  that  may  cause  abnormal  bowel 

5.  List  five  factors  that  can  lead  to  constipation. 

6.  Identify  two  special  measures  for  abnormal  bowel  function. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  Trainex  filmstrip  #34:    "Bowel  Elimination" 

2.  Projector 


ERIC 


TEACHER  RESOURCES: 


INTRODUCTION: 

Elimination  of  stool  is  another  one  of  tne  bod/'s  basic 
functions.    Food  is  taken  in»  digested  and  whatever  is  not 
needed  by  the  body  is  eliminated  as  waste  through  defecation. 
There  are  some  basic  factors  that  keep  the  bowels  functioning 
properly.    The  nurse  assistant  must  keep  these  factors  in  mind 
because  many  client's  have  problems  with  their  bowels*  atd 
oftentimes  their  long-- time  habits  have  been  interrupted. 
Normal  bowel  function  is  necessary  for  the  client's  comfort. 


LESSON  PLAN:  45 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VII     !  ELIMINATION 


OUTLINE:       (Key  Points) 

I.       Terms  and  Definitions 

A.  Constipation    -    the    passage    of   unusually   dry,  hard 
stools 

B.  Defecation      ydbt>  feces  from  the  body 

C.  Diarrhea  -  frequent  passage  of  liquid  stool 

D.  Distention  -  the  state  of  being  inflated  or  enlarged 

Feces  -  waste  products  in  the  bowel,  same  as  stool 
and  BM 


E. 


Flatus      ydS  ixi  the  bowel 

G.  Impaction  -  hard  stool  that  cannot  pass  from  the 
rectum  normally 

H.  Peristalsis    -   wave-like   movements   of    the  digestive 

trac*-    .-h--h  push  foou  along  the  trace 

I.  Suppository  -  a  semisolid  substance  that  may  contain 
medicine  that  can  be  inserted  into  the  rectum  or 
vagina  where  it  dissolves. 

II.      Normal  Bowel  Elimination 

A.    Factors  which  maintain  bowel  elimination  (CD-I) 
1.    Diet  containing  fiber 

a.  Fiber    holds    water    in    the    wastes    in  the 
colon,  makes  the  stool  softer 

b.  Fibrous  foods  are  slightly  irritating  to  the 
bowel,  moves  wastes  along  more  rajiidly 

c.  Nursing    responsibilities    -    encourage  foods 
high  in  fiber  to  help  prevent  constipation 

1)  Fresh  fruits 

2)  Fresh  vegetables 
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3)  Prunes 


4)  Bran 


2 


Fluids 


a. 


>£ter   and  increase 


b. 


Nursing  responsibilities 


1) 


Provide  between 
fluids  per  24  hrs. 


2.000-3.000 


ml 


of 


2) 


Maintain  I&O  record. 


3.  Activity 

a.  Physical  activity  produces  a  "massaging" 
action  of  the  abdominal  muscles  to  the 
intestines,  promoting  peristalsis 

b.  Nursing  responsibilities 

1)  Encourage  ambulation,  if  possible. 

2)  If  client  is  on  bedrest  or  confined  to 
a  w/c.  encourage  active  ADL.  ROM. 
position  change  every  two  hours. 

4.  Habit 


a.  Each  individual  defecates  at  a  certain  time 
of  day.  sometimes  more  easily  after  eating 
or  drinking  certain  foods  or  fluids. 

b.  Usually    has    more    success    if    privacy  is 


c.      Nursing  responsibilities 

1)  Find  out  from  client  or  family  member 
past  bowel  habits;  how  often;  time  of 
day;  any  routine  assistance  from 
suppositories/enemas/medications 

2)  Provide    privacy    and    try    to  maintain 


past  habits 


Stool  Characteristics 


1. 


Color  -  light  to  dark  brown 
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2. 

Consistency  -  soft  and  formed 

3. 

Amount  -  1/2  to  2  cups 

4. 

Odor  -  varies  with  diet  and  person 

5. 

Frequency  -  3  tiroes/day  to  every  other  dav 
varies  with  each  individual 

III.    Conditions  That  Cause  Abnormal  Bowel  Function 

A.    Constipation  -  passage  of  unusually  dry.  hard  stools 

1. 

When  stool  is  in  rectum  for  too  long  water  will 
be  absorbed  from  it.  (CD-3) 

2. 

Factors  that  can  lead  to  constipation 

a.  Bedrest  -  inactivity  and  difficulty  in  using 
bedpan  due  to  position;  it  is  difficult  to 
pass  stool  with  legs  straight  out.  rather 
than  squatting  position 

b.  Inadequate  fluid  intake  -  fluid  that  is  in 
stool  is  absorbedby  the  bowel 

• 

c.      Lack  of  fibrous  food  in  diet 

d.  General  lack  of  or  limited  activity 

e.  Unable  to  dofecate  at  usual  time,  place  or 
without  privacy 

f.  Medications  can  cause  constipation; 
example:  codeine 

g.  Depression  -  entire  body  slowed  down 

B.     Impaction  -  hard  mass  of  stool  forms  in  the  bowel 
that  cannot  be  passed  normally 

1. 

Liquid  stool  passes  around  the  blockage 

2. 

May  also  note:     stool  incontinence,  pain, 
discomfort,  and  abdominal  distention 

3. 

Enema  may  be  given  to  assist  in  removal  or  may  be 
removed  by  digital  exam  by  a  licensed  nurse. 

C.    Diarrhea  -  frequent  passage  of  liquid  stools 

• 

o 

ERIC 
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1.  Note  color    consistency,  amount  and  frequency  of 
stool.    Report  to  charge  nurse, 

2.  Encourage  p.o.  fluids  if  not  vomiting,  preferably 
clear  liquids. 

3.  Keep  perineal  area  clean  and  dry. 

Hemorrhoids  -  a  varicose  vein  in  the  rectum,  which 
may  protrude  from  the  anus  and  be  very  tender  and  may 
bleed  from  irritation  (CD-4) 

1.  Caused  from  straining  when  passing  stoo'x/f latus 
over  a  long  period  of  time. 

2.  Lay  term  is  "piles". 

3.  Note  client  complaint  of  pain,  itching:  blood  on 
outside  of  stool:  report  to  charge  nurse 

Bowel  obstruction  -  a  blockage  in  the  bowel,  stool 
cannot  pass  through 

1.  May  be  caused  from  twisting  of  bowel,  tumor,  or 
large  impaction  of  stool 

2.  Note  client  complaint  of  pain:  abdominal 
<^istention;  no  passing  of  stool  for  several  days; 
report  to  charge  nurse 

Bowel  incontinence  -  inability  to  stop  or  control 
passage  of  stool 

1.    Factors  that  can  lead  to  bowel  incontinence 

a.  Confusion  -  unable  to  understand  where/when 
he/she  is  passing  stool 

b.  Sphincter  muscle  weakness  allows  stool  to 
pass 

c.  Damage  to  nervous  system  may  prevent  message 
from  getting  to  brain  ol  resident  feeling 
urge. 

Limited  mobility  and  lack  of  assistance  in  getting  to 
the  bathroom  -  client  has  a  prpblem  with  meeting 
normal  need  to  defecate  because  he/she  can  hold  stool 
if  taken  to  bathroom  as  soon  as  he/she  feels  the  urge 
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1) 

2) 


Special  Measures  for  Abnormal  Bowel  Function 

A.    These  measures  must  be  ordered  by  the  physician 

Nonmedicinal  suppositories  -  usually  made  nf 
glycerine  or  cocoa  butter;  may  be  iLerJpH  L  ^K 
nurse  assistant  if  facility  policy  a Uois  ^ 

L-xatiyes  -  medications  taken  by  mouth  or  in 
suppository  form  to  increase  peJiJ^afsis  aiS 
emptying  of  the  bowel;  admini^t^red'^ij':  tJcensed 

(CD-5) 

Enema  -  injection  of  fluid  into  the  rectum  to 

Tip  water  -  l.ooo  cc  is  usual  amount 
waJer'^^^^''  ~  ^  ^"  1'°°°  " 

3)  Soapsuds  -  1  package  enema  soap  in 
1.000  cc  water  (rarely  used  today) 

4)  Seady-to-use  -  Fleet's  approx.  4  1/2  oz. 
b.      Oil  retention  enema  -  softens  stool. 

ItrllTnl"  """^  i"tHstines.  and  prevents 

1)  Must  be  retained  for  I0-2o  minutes  to 
be  effective 

2)  asually  followed  SSE  20  minutes  after 
It  has  been  expelled 

Summary  and  Conclusion 

A.  Terms  and  defir.itions 

B.  Normal  bowel  eliminatioK 

C.  Abnormal  bowel  function 

D.  Special  measures  for  abnormal  towel  function 


The  elimiuatioh  of  stool  is  usually  a  daily  occurrence 
for  each  client.    This  body  process  includes  factors  that 
one  cannot  control--the  odor  and/or  appearance  of  his/her 
stool . 

Remember  to  respect  his/her  privacy  and  not  embarrass  the 
client  by  your  ccmments  or  actions.    Also  remember  the 
nursing  n:£asure8  to  promote  proper  bowel  functioning,  it 
is  vital  for  the  comfort  of  your  clients. 
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LESSON  PLAN:  45 

COURSE  TITLE:      NURSE  ASSISTANT 


UNIT  ._\ai  :  ELIMINATION  

CLASSROOM  DISCUSSION: 

1.  What  Kind  of  things  do  you  do  to  maintain  regular  bowel 
habits? 

2.  How  iaportant  is  trylsig  cO  provide  privacy  when  someone 
is  defecating? 

3.  What  are  some  factors  that  may  lead  to  constipation? 

4.  What  is  your  client  referring  to  if  he/rhe  complains 
about  "piles?" 

5.  Why  douR  the  nurse  assi slant  not  administer  laxatives? 
Who  administers  laxatives? 


CLASSROOM,   LABORATORY,   OR  OTHER  ACTIVITIES: 

1.  Show  filmstrip. 

2.  Have  students  discuss  their  own  feelings  about  defecation 
and  have  students  who  have  had  to  have  their  elimination 
needs  taken  care  of  by  someone  else  tell  of  their 
feelings. 
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LESSON  PLAN:  «^i5_ 

COURSE  TITLE:  NURSE  ASSISTANT 


UNIT        VII   :  ELIMINATION  

EVALUATION  ITEMS: 

Match  the  following  terms  to  correct  definitions  by  writing  the 
letter  in  the  blank. 

 1.      Constipation  a.      State  of  being  inflated 

 2.      Defecation  b.      Pass  feces  from  the  body 

 3.      Diarrhea  c.      Hard  stoul  that  cannot  pass 

from  the  rectum  normally 

 4.      Distension  d.      Frequent  passage  of  liquid 

stool 

 5.      Feces  e.      Gas  in  the  bowel 

  _6.      Flatus  f.      Waste  products  in  the  bowel 

 7.      Impaction  g.      Passage  of  unusually  dry. 

hard  stool 

  8.      Peristalsis  h.      Wave-like  movement  of  bowel 

th/it  pushes  stool  along  the 
intestinal  tract 

9.      List  fou*^  factors  which  help  a  client  maintain  normal 
bowel  functions. 

a. 

b. 

c. 

10.      What  are  the  normal  characteristics  of  stool? 

a.  Color: 

b.  Consistency: 

c.  Amount: 

d.  Odor: 

e.  Frequency: 
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11.  List  five  factors  that  could  lead  to  constipation, 
a. 

b. 
c. 
d. 
e. 

12.  Which  of  the  following  is  not  a  special  measure  for 
abnormal  bowel  function?  (Circle  the  letter  of  the 
correct  answer.) 

a.  Non^uedicinal  suppository 

b .  Enema 

c.  Laxative 

d .  Analgesic 

13.  Which  of  the  following  is  not  a  condition  that  can  cause 
abnormal  bowel  function?    (Circle  the  letter  of  the 
correct  answer.). 

a .  Hemorrhoids 

b.  Impaction 

c.  Bowel  obstiuction 

d.  Bladder  infection 

e.  Diarrhea 
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LESSON  PLAN: 
COURSE  title: 


UNIT        VII   :  ELIMINATION  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  g 

2.  b 

3.  d 

4.  a 

5.  f 

6.  e. 

7.  c 

8.  h 

9.  a.    Diet  containing  fiber 

b.  Fluids 

c.  Activiy 

d.  Habit 

10.  a.    Color:     light  to  dark  brown 

b.  Consi'  ^.ency:    soft  and  formed 

c.  Amoun       1/2  to  2  cups 

d.  Odor:    varies  with  diet  and  person 

e.  Frequency:    3  times/day  to  every  other  day,  varies 
with  each  individual 

11.  The  student  may  list  any  five  of  the  foilowingr 

a.  Constipation 

b.  Impaction 

c.  Diarrhea 

d.  Hemorrhoids 

e.  Bowel  obstruction 

f.  Bowel  incontinence 

12.  d 

13.  d 
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LESSON  PLAN:  46 

COURSE  TITLE:     NURSE  ASSISTANT 


UNIT        VII   :  ELIMINATION  

SCOPE  OF  UNIT: 

This  unit  covers  all  aspects  of  the  elimination  of  urine  and 
stool,  which  includes  care  of  the  catheter,  bowel  and  bladder 
r straining,  giving  and  removing  the  urinal  and  bedpan,  giving 
an  enema,  collecting  specimens  and  testing  urine  for  sugar  and 
acetone. 

INFORMATION  TOPIC:     VI 1-46  oC  DEMONSTRATION 


BLADDER  AND  BOWEL  RETRAINING 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

Define  terms  presented  in  this  lesson. 

Recognize  key  concepts  of  a  bladder  retraining  program. 

Identify  responsibilities  of  the  nurse  assistant  in  a 
bladder  retraining  program. 

Identify  responsibilities  of  the  nurse  assistant  in  a  habit 
training  program  for  clients  with  chronic  incontinence. 

Identify  responsibilities  of  the  nurse  assistant  in  a  bowel 
training  program. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1-  Trainex  filmstrip  #401:  "Bowel  and  Bladder  Training" 
2.  Projector 
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TEACHERS  RESOURCES: 


INTRODUCTION: 

Incontinence  of  urine  oc  stool  ib  the  main  reason  foe  starting 
a  client  on  a  retraining  program.    It  is  a  very  embarrassing 
occurrence.    You  can  imagine  how  you  would  feel  if  this 
happened  to  you.    A  consistent  training  program  can  help  the 
client  gain  control  of  his/her  bowel  and/or  bladder  function. 
This  lesson  will  help  you  to  understand  which  clients  may  be 
more  successful  with  such  a  program,  how  we  can  retrain  them  to 
control  their  bladder  and/or  bowels  again  and  how  to  deal  with 
chronic  incontinence. 
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LESSON  PLAN:  46 

COURSE  TITLE:     NURSE  ASSISTANT  

UNIT        VII   :  ELIMINATION  

OUTLINE:       (Key  Points) 

I.  Terms  and  Definitions 

A.  Acute  -  rapid  onset*  short-term 

B.  Chronic  -  long*  drawn  out,  long-term 

C.  Nocturia  -  to  urinate  during  the  night 

II.  Bladder  Retraining  Program  (CD-I) 

A.  For  the  client  who  has  adequate  mental  and/or 
physical  function  to  be  retrained  with  rn  order  from 
the  physician 

1.  A  client  who  has  had  a  catheter  inserted  during 
an  acute  illness 

2.  Recent  urinary  tract  infection 

3.  Stroke 

B.  Key  concepts 

1.  The  client  is  given  a  measured  amount  of  fluid 
regularly  throughout  the  day  and  placed  on  a 
bedpan/bedside  commode/or  taken  to  the  bathroom 
toilet  to  empty  his/her  bladder  at  specific  tiroes 
throughout  the  day  and  nioht , 

2.  This  program  will  help  the  client  by 
strengthening  the  bladder  and  sphincter  muscles 
and  training  the  bladder  control  center  in  the 
brain  to  expect  a  regular  pattern  of  urination. 

3*    A  retraining  program  may  be  used  for  the  client 
who  still  has  a  catheter.     The  catheter  is 
clamped  and  opened  for  certain  lengths  of  time. 
A  s'^hedule  should  be  written  by  the  charge  nurse 
and  followed  by  the  nursing  staff.    The  bladder 
retraining  program  will  be-continued  after  the 
catheter  is  removed  until  control  of  urinary 
function  is  regained. 


C.    Nurse  assistant  responsibilities 


1.  Providing  adequate  fxuid  intake  is  a  must!     It  13 
needed  to  keep  the  urine  diluted. 

a.  A  schedule  of  fluid  intake  should  be  set  up 
by  the  charge  nurse  that  the  client  and 
staff  can  follow. 

b.  You  may  need  to  remind  the  client  to  drink. 

c.  Keep  an  accurate  I&O  record. 

d.  Most  fluids  should  be  taken  in  between  7 
a.m.  and  7  p.m.  to  prevent  nocturia. 

2.  A  voiding  schedule  should  be  established  and 
adhered  to.  3) 

a.  You  must  observe  and  record  the  client's 
usual  pattern  for  a  few  ^ays  to  detern  ne  a 
schedule;  adequate  fluid  intake  should  be 
provided  for  during  this  time. 

b.  If  the  client  cannot  stay  dry  for  at  least 
two  hours*  then  he/she  needs  to  be  taken  to 
the  bathroom  every  two  hours. 

c.  If  the  client  is  dry  for  3  to  4  hours,  then 
taking  him/her  upon  awakening  in  a.m., 
before  and  after  meals,  ani  at  bedtime  may 
be  sufficient. 

d.  If  the  client  is  independent  and  able  to 
tell  you,  answer  the  calls  promptly  or  offer 
your  assistance  at  the  usual  times  he/she 
voids. 

e.  Measure  and  record  urinary  output. 

f.  The  client  will  need  to  be  awakened  during 
the  night  and  assisted  to  the  toilet  if 
he/she  usually  voids  during  that  time. 

3.  Client  can  void  easier  in  an  upright  position: 
standing  for  men  and  sitting  for  women. 

4.  If  the  client  is  incontinent  at  times,  keep 
him/her  clean  and  dry;  never  scold  the  client  if 
unsuccessful . 

5.  Involve  the  client;  explain  the  bladder  control 
program  to  the  client.     If  a  client  can 
accomplish  this,  it  will  help  him/her  to  feel 
more  confident,  independent  and  increase  his/her 
self-esteem. 
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III.  Habit  Training  Program  for  Chronic  Incontinence  (CD-4) 

A.  Clients  who  suffer  from  chronic  bladder  incontinence 
should  be  placed  on  a  scheduled  voiding  or  habit 
training  program  to  keep  him/her  dry. 

1.  Clients  who  have  severe  weakness  of  bladder  and 
sphincter  muscles 

2.  Diseases/injuries  causing  brain  damage  of  area 
that  controls  bladder  function 

3.  Enlarged  prostrate  gland  in  males 

B.  Nurse  assistant  responsibilities 

1.  Observe  and  record  the  client's  usual  times  for 
voiding  for  a  few  days  to  determine  his/her 
pattern. 

2.  Set  up  a  toileting  schedule  from  observations  to 
check  client  for  incontinence. 

3.  Encourage  p.o.  liquids  and  record  intake. 

4.  Remove  incontinent  briefs/pads  and  give  good  peri 
care.    Apply  fresh  incontinent  pads  or  briefs 
(according  to  manufacturer's  or  facilities 
directions } . 

5.  Observe  the  skin  for  any  signs  of 
breakdown--redness,  irritation,  sores,  etc. 

6.  Treat  the  client  with  respect;  be  understanding. 

IV.  Bowel  Training  Program 

A.  A  program  set  up  to  assist  the  client  to  eliminate  at 
his/her  usual  time  of  day  and  to  prevent  incontinence 
of  stool. 

B.  Nurse  assistant  responsibilities  (CD-5) 

1.  Observe  and  record  client's  usual  pattern  of 
bowel  movements;  include  time  of  day  (a.m. /p.m.) 
and  how  often,  for  a  week. 

2.  Assist  client  to  bathroom  toilet/bedside  commode/ 
bedpan  at  time  of  day  that  he/she  usually 
defecates.    Provide  as  much  privacy  as  possible, 
allow  plenty  of  time  for  client  to  finish,  and 
assure  a  sitting  position  as  much  as  possible. 


3.  Encourage  adequate  fluid  intake  and  proper  diet. 

4.  Encourage  regular  exercise.  (CD-6) 

5.  Suppositories  may  be  ordered  by  the  physician  as 
part  of  the  training  program  to  promote  a  regular 
elimination  pattern 

a.  The  nurse  assistant  may  insert,  a  suppository 
that  does  not  contain  any  medicine. 

b.  It  must  be  inserted  along  the  wall  of  the 
rectum  and  never  into  feces. 

c.  The  suppository  has  to  be  absorbed  by  the 
blood  vessels  in  the  walls  of  the  bowel  to 
cause  the  bowel  to  contract  and  expel  the 
feces . 

6.  Note  time  of  elimination  and  character  of  stool. 
Report  any  changes  in  schedule  to  th?  charge  nurse 

7.  Be  patient  and  understanding,     if  the  client  can 
accomplish  this,  it  will  help  him/her  to  feel 
more  confident,  independent,  and  will  increase 
his/her  self-esteem. 

8.  If  a  client  is  unsuccessful  with  the  program, 
follow  the  nurse  assistant  responsibilities  for 
habit  training  program  for  chronic  incontinence 
(see  III.  B.  1  through  6.)  (CD-7) 

IV.      Summary  and  Conclusion 

A.  Terms  and  definitions 

B.  Bladder  training  program 

C.  Habit  training  program  for  chronic  incontinence 

D.  Bowel  training  program 

The  retraining  of  the  bladder  and  bowels  can  be  accomplished. 
It  requires  your  time  and  patience,    it  can  be  frustrating  if 
the  client  is  not  making  progress,  but  we  roust  keep  a  positive 
attitude  for  the  client's  sake  throughout  the  scheduled 
program,     it  also  can  be  very  satisfying  and  rewarding  to  know 
that  you  have  helped  someone  feel  good  about  himeelf /herself  by 
gaining  confidence  and  control  in  this  area. 
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LESSON  PLAN:  46 

COURSE  TITLE:    WURSE  ASSISTANT 


UNIT        VII   :  ELIMINATION  

CLASSROOM  DISCUSSION: 

1.  What  type  of  client  could  be  successful  with  a  bladder 
training  program? 

2.  Should  a  client  who  has  just  had  a  catheter  removed  and 
stays  dry  for  only  an  hour  be  considered  for  retraining? 

3.  What  kind  of  observations  do  you  need  to  make  prior  to 
setting  up  s  voiding  schedule? 

5.  What  kind  of  observations  do  you  need  to  make  prior  to 
setting  up  a  bowel  training  program? 

6.  What  types  of  things  may  be  used  to  stimulate  the  client 
to  defecate  at  certain  times? 

7.  Should  a  client  be  reprimanded  when  he/she  is  incontinent? 


CXASSROQH.  LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Show  filmstrip  and  discuss  it. 

2.  Assign  students  to  care  for  clients  on  bowel  and  bladder 
training  programs. 
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LESSON  Pi.MiM:   46 

COURSE  TITLE:     NURSE  ASSISTANT 


UNIT        YII   :  ELIMINATION  

EVALUATION  ITEMS: 

Define  the  following  ttcas. 

1.  Nocturia  - 

2.  Chronic 

3.  Acute  - 

For  each  of  the  following,  write  ""T"  if  the  statement  is  true, 
or         if  it  is  false. 

  4.    The  bladder  and  sphincter  muscles  are  strengthened 

when  the  client  is  on  a  bladder  traiuing  program. 

  5.    A  client  with  a  catheter  should  not  be  started  on  a 

program  until  the  catheter  has  been  removed. 

  6.    Fluids  should  be  restricted  if  the  client  is 

incontinent  of  urine. 

  7.    The  nurse  assistant  should  wait  until  the  client  asks 

to  go  to  the  bathroom  when  he/she  is  on  a  bladder 
training  program. 

  8.    The  position  of  a  client  when  trying  to  void  is  not 

important. 

  9.    The  incontinent  client  must  be  kept  clean  and  dry  to 

prevent  skin  breakdown. 

 10.    The  client  should  be  left  alone  at  night  and  not 

gotten  up  to  go  to  the  bathroom. 

 11.    Providing  privacy  and  allowing  plenty  of  time  to 

defecate  are  important  to  the  client. 

 12.    Exercise  helps  the  client  to  control  the  bowel. 

 13.    Suppositories  may  be  ordered  by^ the  physician  to  help 

with  bowel  training. 

 14.    Ambulatory  clients  should  use  the  bathroom  toilet 

when  they  are  on  a  bowel  training  program. 

 15.    Clients  who  are  incontinent  should  be  scolded. 

 16.    Bowel  and  bladder  training  helps  the  client  to  become 

more  independent. 
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LESSON  PLAN:  46 

COURSE  TITLE:     NURSE  ASSISTAMT  

UNIT        VII   :  ELIMINATION  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  Nocturia  -  to  urinate  during  the  night 

2.  Chronic  -  long,  drawn  out.  long-term 

3.  Acute  -  rapid  onset,  short  tern 

4.  T 

5.  F 

6.  T 

7.  F 

8.  F 

9.  T 
in.  F 

11.  T 

12.  T 
le.  T 
Ir.  T 

15.  F 

16.  T 
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LESSON  PLAN:  47 

COURSE  TITLE:  HURSE^aSSISTANT  

UNIT    .   VII_;  fXIMINATTOM  " 

SCOPE  OP  UNIT: 

INFORMATION  TOPIC: 

°^  DEMONSTRATION  VI  1-^47 

GIVE  AND  RFMOW  URINAL  AWn  n-nn^i^T 

(Lesson  Title) 
LESSON  OUJKCTlVh-S      THE  *.TUDFNT  WILL  BE  ABLE  TO: 

?h:%"?e'jro%'^?oL%SJ:?^  ^  according  to 

?hrs"t%'jro%'^;?oc^%2Jr        ""^^^  ^  «-^^in.  to 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:    Urine  1  and  Bedpans 

2.  Ucinal  and  cover 

3.  Hegular  bedpan  and  cover 
1.       Fracture  pan  and  cover 
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TEACHER  RESOURCES: 


INTRODUCTION: 

Clients  who  are  jnable  to  get  out  of  bed  to  use  a  portable 
bedside  comnode  or  go  to  the  bathroom  toilet,  must  use  a  urinal 
or  bedpan.    The  urinal  is  a  container  into  which  the  male  client 
urinates:  he  must  use  a  bedpan  if  he  needs  to  defecate  Tie 
female  client  must  use  a  bedpan  for  urination  and  defecation 
Remember  how  important  it  is  to  keep  this  equipment  clean  to 
prevent  the  spread  of  infection,  and  that  it  is  to  be  used  only 
by  the  client  to  whom  it  belongs.    Always  empty  urinals/bedpans 
into  toilets  or  hoppers --never  into  a  sinK. 
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LESSON  PLAN:  47 

COURSE  TITLE:     NURSE  ASSISTANT 


UNIT  ;  ELIMINATION 


STEPS  OF  PROCEDURE: 

A.  Steps  beginning  procedure 

1.  Wash  your  hands 

2.  Assemble  necessary  equipment. 

3.  Identify  and  greet  client.    Identify  self. 

4.  Explain  what  you  are  going  to  do. 

5.  Provide  privacy. 

6.  Put  on  disposable  gloves 

B.  Urinal  procedure 

7.  iurn  back  top  bedding,  except  tot  top  sheet.  Expose 
the  peri  area. 

6.    Place  the  client's  penis  in  the  urinal  and  lay  the 
urinal  between  his  legs. 

9.  Make  sure  urinal  is  placed  at  an  angle  to  keep  urine 
from  spilling  out.    Flat  bottom  should  lie  on  bed. 

10.  Wash  your  hands 

 11.  Place  bignal  cord  within  reac.x  and  leave  the  room. 


12.  Return  to  room  promptly  vhen  client  signals. 

13.  Remove  and  cover  urinal  and  take  to  the  bathroom. 
Steps  ending  pxocedura 

14.  Measure  urine  it  on  I&O  and  empty  into  toilet. 
15 „  Cleau  and  store  equipment. 

16.  Hash  your  hdndu. 

17.  Give  client  a  wet  washcloth  to  wa&h  his  hands.  Make 
c?ient  comfortable  and  place  signal  cord  within  reach. 


ERJC  ,„662 


18.  Resold  observations. 

NOTE:    Report  anything  unusual  to  charge  nurse. 
Give  and  Remove  a  Bedoan  with  Client  Assisting 

A.  Steps  beginning  procedure 

1-6.       See  steps  1-6  of  give  and  remove  urinal  procedure. 

B.  Client  who  can  assist  procedure 

7.  Client  should   be   in  supine  position;    turn  back  top 
oeaaing.  *^ 

NOTE:     Sprinkle  powder  on  bedpan  to  prevent  (CD-2) 
sticking. 

Use  fracture  pan  when: 

Client  cannot  ele^rate  hip. 

Client  must  use  bedpc'n  frequently. 

Client  is  small  or  thin. 

8.  Have  client  flex  his/her  knees  and  lift  buttocks  off 
mattress.  Assist  by  slipping  hand  under  the  lower 
part  of  his/her  back.  If  client  has  pa  jama  bottom  or 
underwear  on.  lower  it  to  his/her  kaees. 

9.  with  your  other  hand,  slip  the  bedpan  under  the 
client's  hips  and  adjust. 

10.  Raise  the  head  of  bed  ani  side  rails  for  client's 
comfort  aid  safety.  place  toilet  tissue  and  signal 
cord  within  reach. 

11.  Wash  your  hands  and  leave  the  room. 

12.  Return  to  room  promptly  when  the  client  signals  or 
check  on  him/her  after  five  minutes. 

NOTE:  Do  not  leave  client  on  bedpan  over  ten 
minutes— may  lead  to  extreme  discomfort  ard  result  in 
skin  breakdown. 

13.  Lower  the  head  of  bed  and  side  rail  of  side  you  are 
on. 

"*  Mi^Jo^"^*'^"*^*."^^",^**'^?"*-"  °^  »>ack  and  assist 
him/ner  to  lift  his/her  hips. 

15.  Remove  bedpar.  with  other  hand  and  then  cover  it. 
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C.       steps  ending  proctdur* 

16.  Wipe,  wash  and  dry  the  perineal  area  from  front  to 
back. 

17.  Take  bedpan  to  bathroom:  measure  urine  if  on  l&o.  ind 
empty  into  toilet. 

18.  Clean  and  store  equipment.  (CD-4) 

19.  Wash  your  hands. 

20.  Give  client  a  wet  washcloth  to  wash  his/her  h«.nds. 
make  client  comfortable  and  place  signal  cord  within 
reach. 

21.  Record  observations. 

NOTE:    Report  anything  unusual  to  charge  nurse. 
Give  and  Remove  a  Bedpan  for  the  Helpless  Client 

A.  Step'  *^'»g5nning  procedure 

1-6.       See  steps  1-6  of  give  and  remove  urinal  i)rocedure. 

B.  Client  who  cannot  assist  procedure 

7.  clien*-  sbo"T/i  h©  in  supine  position.  Turn  back  top 
bedding  except  for  top  sheet:  side  rail  of  the  side 
you  are  not  working  from  should  be  up. 

8.  Turn  client  on  his/her  side  away  from  you. 

9.  Expose  buttocks  and  position  bedpan  firmly  against 
buttocks. 

10.  Place  small  pillow/rolled  towel  at  top  of  bedpan  at 
the  small  cf  the  client's  back. 

11.  Turn  client  toward  you  and  onto  the  bedpan. 

12.  Raise  the  head  of  the  bed  if  allowed:  put  side  rail 
up.    Place  signal  cord  within  reach. 

13.  Nash  your  hands  and  leave  the  room. 

14.  Return  to  room  promptly  when  the  client  signals  or 
check  on  him/her  after  five  minutes. 

15.  Lower  the  head  of  bed  and  the  side  rail  of  side  you 
are  on. 
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16.  Hold  bedpau  with  one  hand  and  roll  client  off  pan 
with  other  hand.  This  will  prevent  contents  from 
spilling.    Remove  bedpan  ano  cover  it. 

C.       Steps  ending  procedure 

17-21.    See   steps   16-21  of   give  and  remove   bedpan  with 
client  assisting  procedure. 

SUMMARY  AND  CONCLUSION: 

1.  Classroom  discussion  items. 

2.  Review  steps  of  procedures. 
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LESSON  PLAN:  47 

COUI^SE  TITLE:     NURSE  ASSISTANT 


UNIT        VII   ;  ELIMINATION  

CLASSROOM  DISCUSSION: 

1.  What  can  you  do  to  vacn  a  bedpan? 

2.  What  can  you  do  to  prevent  a  client's  skin  from  sticlcing 
to  the  bedpan? 

3.  Why  would  you  use  a  fracture  pan? 

4.  Why  is  it  important  to  thoroughly  clean  a  bedpan/urinal 
before  storing  it? 


CLASSROOM*  LABORATORY*  OR  OTHER  ACTIVITIES: 

1.  iDdtructor  demonstrates  how  to  place  a  bedpan  for  a 
client  vho  can  n^lp  and  one  who  cannrt. 

2.  Students  practice  giving  a  bedpan  to  one  another, 
simulating  a  client  who  can  help  and  one  who  cannot  help. 
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LESSON  PLAN:  47 

COURSE  TITLE:  NURSE  ASSISTANT  

UNIT    VII       ;  ELIMINATION  

« 

EVALUATION  ITEMS:  NAME  OF  STUDENT:^  

GIVE  AND  REMOVE  URINAL  AND  BEDPAN 

EQUIPMENT 

1.  Urinal  and  cover 

2.  Bedpan  and  cover 


!     DID  THE  STUDEMT 

f  vre  f     un  f 

!    Clv*  and  R«nov«l  Urinftl                                                                   ,          j  j 
f    %.     Stapt  batinning  proctdurt                                                   1         }  t 
t           X,      W««h  hands,                                                                 1         \  \ 

!  2. 

Aaaambla  naeaaaary  equipment. 

f  3. 

Identify  and  greet    client        Identify  self. 

t  4. 

Explain  the  procedure  to  the  client. 

1  5. 

Provide  privacy. 

t  ft. 

Put  on  glovaa. 

1    B.     Urinal  proeadura                                                               j         •  , 

t           7.      Turn  back  top  baddingt  axcapt  for  top  aheat.               i         i  t 
!                  Ixpoaa  tha  pari  araa.                                               1         )  t 

t  0. 

Place  tha  client's     panis  in  tha  urinal  and 
lay  tha  urinel  between  his  lege. 

1               f . 

Neka  sura  urinsl  ia  plscad  et  en  engle. 
Plat  edge  ahould  ba  lying  on  bad. 

t  10. 

Weeh  hende. 

t  a. 

Place  eignel  cord  within  reech  end  leeve 

tha  room. 

t  12. 

latum  to  room  promptly  when  client  signele. 

!           f  ! 

t  U. 

Kemove  end  cover  urinel  end  teke  to  the  bathroom 

!           !  f 
!          !  ! 
1           !  ! 
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!    C.     Steps  ending  procedure 

14.    Measure  urine  if  on  ISO  and  enrpt^  into  toilet 


15.    Clean  and  store  equipment. 


16.    Wash  hands 


17.     Give  client  a  wet  washcloth  to  wash  his  hands < 
Make  client  comfortable  and  place  signal  cord 
within  reach. 


18.     Record  observations  and  report  anything  unusual 
to  charge  nurse. 


Give  and  Remove  a  Bedpan  With  Client  Assisting 
Steps  beginning  procedure 

1-6       Complete  steps  1-6  of  give  and  remove 
urinal  procedure. 


Client  Who  can  assist  procedure 

7.     Client  should  be  in  supine  position; 
turn  back  top  bedding 

NOTE:  Sprinkle  powder  on  bedpan  to 
prevent  sticking. 


8.     Have  client  flex  his/her  knees  and  lift  ! 

buttocks  off  mattress »  assist  by  slipping  hand  ! 

under  the  lower  part  of  his/her  back.    Tf  client  ! 

has  pajama  bottoms  or  underwear  on»  lower  it  to  ! 

his/her  knees.  i 


With  other  hand»  slip  the  bedpan  under  the 
client* s  hips  and  adjust. 


10.       Raise  the  head  of  bed  and  side  rails  for 
client* s  comfort  f.nd  safety.    Place  toilet 
tissue  and  signal  cord  within  reach. 


DID  THE  STUDENT 


?  YES 


NO 


11.      Wash  hands  and  leave  t  tic  i 


ooni 


12.      Return  to  room  promptly  when  \ho  client  signals 
or  check  on  him/her  after  five  minutes. 


13.      Lower  the  head  of  bed  and  side  rail  of  side 
nurse  assistant  is  on. 


14.     Place  one  hand  under  the  small  of  Iho  back 
and  assist  client  tc  lift  hips. 


15.     Remove  bedpan  with  of  hoi*  h;»nd  and  f  hoii  cover  it 


C.     Steps  ending  procedure 

16.     Wipe,  wash  and  dry  the  perinojl  area  from  front 
to  back. 


17.      Take  bedpan  to  bathroom;  measure  urine  if  on 
I&O,  and  empty  into  toilet. 


18.      Clean  and  store  equipment. 


19        W<jl:Ii  huntlij. 


20.       Give  client  a  wol  wn;:hclotlj  lo  wnnh  hin/hor 
hands,  make  client  comfortable  and  place 
signal  cord  within  reach. 


21.      Record  observations  and  report  anything  unusual  to 
charge  nurse. 


Give  and  Remove  a  Bedpan  for  the  Helpless  Client 

!     A.      Steps  beginning  procedure 

1-6        Complete  steps  1  6  of  give  and  remove 
urinal  procedure. 


*    B.      Client  who  cannot  assist  procedure. 
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DID  THE  STUDEMT 


7. 


Client  should  be  in  supine  position,  turn  back 
top  bedding  except  for  top  sheet;  side  rail  of 
side  assistant  is  not  working  from  should  be  up, 


8.      Turn  client  on  his/her  side  away  from  assistant* 


Expose  buttocks  and  position  bedpan  firmly 
against  buttoclc8« 


ES  !  m 


10. 


Place  small  pillow/rolled  towel  at  top  of 
bedpan  at  the  small  of  the  client's  back. 


11.      Turn  client  towards  assistant  and  onto  the  bedpan. 


12.      Raise  the  head  of  the  bed  if  allowed;  side 
rail  up.    Place  signal  cord  within  reach. 


I 


13.      Wash  hands  and  leave  the  room. 


14.      Return  to  room  promptly  when  the  client  signals 
or  check  on  him/her  after  five  minutes. 


15.      Lower  the  head  of  bed  and  side  rail  of  side 
assistant  is  on. 


16.      Hold  bedpan  with  one  hand  and  roll  client  off 

pan  with  other  hand.    Remove  bedpan  and  cover  it. 


Steps  ending  procedure 

17-21.    Complete  steps  16-21  of  give  and  remove 
bedpan  with  client  assisting  procedure. 


I5n  f™!Ii  satisfactorily  coir  .ited  the  procedure  -GIVE  AND  REMOVE  URINAL 
AND  BEDPAN''  recording  to  the  steps  outlined. 


Instructor's  Signature 
(Verifying  Satisfactory  Completion) 


Dat* 


URINAL  AND  BED  PANS 


HO  1 


Urinal 


who  do  not  have  large  stools. 
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LESSON  PLAN:  48 

COURSE  TITLE:     NURSE  ASSISTANT  

UNIT       VII   :  ELIMINATION  

SCOPE  OF  UNIT: 

This  unit  covers  all  aspects  of  the  elimination  of  urine  and 
stool,  which  includes  care  of  the  catheter,  bowel  end  bladder 
retraining,  giving  and  removing  the  urinal  and  bedpan,  giving 
an  enema,  collecting  specimens  and  testing  urine  for  sugar  and 
acetone. 

INFORMATION  TOPIC:  or  DEMONSTRATION  VI 1-47 


ADMINISTER  AN  ENEMA 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.    Demonstrate  Knowledge  of  how  to  administer  an  enema 
according  to  steps  of  procedure. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:    Administering  an  Enema 

2.  Enema  bag/bucKet  or  ready-to-use  enema 

3.  Enema  soap  (if  applicable) 

4.  Bedpan  and  toilet  tissue 

5.  Tap  water  -  105  degrees  Fahrenheit 

6.  Disposable/reusable  bed  protector 

7.  Water  soluble  lubricant 

8.  IV  Pole  to  hang  bag 

9.  Paper  towel  __q 
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TEACHER  RESOURCES: 


INTRODUCTION: 

Some  clients  cannot  eliminate  stool  in  a  natural  manner  and 
need  some  help.    We  can  provide  help  by  administering  enemas. 
The  type  of  enema  will  be  determined  by  the  instruction 
received  from  the  charge  nurse.    There  are  several  types  of 
enemas  that  can  be  given,  such  as  cleansing  or  oil-retension. 
The  procedure  is  basically  the  same  for  each  type.    Never  give 
an  enema  in  a  sitting  position  because  the  solution  cannot  flow 
into  the  bowel. 
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LESSON  PLAN:  48 

COURSE  TITLE:     NURSE  ASSISTANT 


UNIT        VII   :  ELIMINATION 
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STEPS  OF  PROCEDURE:  (Demonstration  Only)  (No  return  demonstration) 
Administer  an  Enema  (HO-1) 

Steps  beginning  procedure 

1.  Hash  your  hands. 

2.  Assemble  necessary  equipment. 

3.  Identify  and  greet  client.     Identify  self. 

4.  Explain  what  you  are  going  to  do. 

5.  Provide  privacy 

6.  Have  client  empty  the .bladder:  assist  with 
bedpan/bedside  commode. 

Enema  procedure 

7.  Client  should  be  in  bed,  head  of  bed  flat  if 
tolerated;  cover  client  with  bath  blanket  and  turn 
down  top  bedding. 

8.  Place  bed  protector  under  buttocks:  assist  or  turn 
client  to  left  nide  with  knees  flexed,  if  possible. 

NOTE:    Left  8i^3  promotes  flow  of  solution  into  large 
intestine • 

9.  Place  bedpan  at  foot  of  bed  or  bedside  commode  near 
bed  if  client  ccx't  go  to  bathroom  toilet. 

10.  Clami;  enema  tubing:  fill  enema  bag  with  amount  of 
solution  ordered  by  physician. 

NOTE:    Usual  amount  is  1,000  cc *tt  of  105  degrees 
Fahrenheit  water. 

11.  a.     If  giving  a  soapsuds  enema,  empty  liquid  soap 

into  filled  container  and  agitate  gently  to 
distribute  soap. 

NOTE:    Do  not  make  suds  because  this  will  put  air 
into  the  client's  bowel. 
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b.    If  giving  a  saline  enema,  add  salt  and  agitate 
gently. 

12.  Expel  air  from  tubing  by  allowing  small  amount  of 
solution  to  flow  into  bedpan/bedside  commode,  then 
clamp/pinch  tubing  a  few  inches  from  tip. 

13.  Put  about  a  teaspoon  of  lubricant  on  a  piece  of 
toilet  tissue.    Rub  lubricant  on  lover  three  inches 
of  tube. 

14.  Wearing  disposable  gloves;  put  them  on  now. 

15.  Raise  client's  upper  buttock  to  expose  anus. 

16.  Ask  client  to  take  a  deep  breath  while  you  insert  tip 
of  rectal  tube.    Bptate  tip  slowly  as  you  insert  it 
about  three  inches.    If  you  feel  resistance  or  if  the 
client  complains  of  pain,  remove  tube;  cover  client 
and  notify  charge  nurse. 

17.  Release  lifted  buttock  and  unclamp  tubing.    Hold  bag 
or  place  it  so  that  the  level  of  the  solution  is 
never  higher  than  12  inches  above  the  anus. 

18.  Adjust  flow  of  solution  for  client's  comf ort--lower 
the  bag  if  client  complains  of  cramping. 

19.  Have  client  take  deep  breaths  through  his/her  mouth 
to  relax  him/her. 


20.  If  client  has  severe  cramps  or  pain  that  does  not 
pass,  or  if  he/she  starts  perspiring  heavily  or  feels 
faint,  discontinue  enema  and  notify  charge  nurse. 

21.  If  client  has  trouble  holding  solution,  stop  the  flow 
for  a  few  minutes  and  then  start  again. 

22.  Clamp  tube  when  solution  is  taken  and  remove  tube, 
rotate  it  slowly  and  gently  as  you  pull  it  out.  Wrap 
in  paper  towel  or  put  it  in  the  container. 

23.  Ask  client  to  retain  solution  as  long  as  possible. 
You  can  assist  by  applying  slight  pressure  over  anal 
region  by  holding/pressing  buttocks  together. 

24.  Assist  client  to  retain  solution  as  long  as 
possible.    You  can  assist  by  applying  slight  pressure 
over  anal  region  by  holding/pressing  buttocks 
together . 

25.  Place  call  signal  and  toilet  tissue  within  reach. 

26.  Wash  your  hands  and  leave  the  room,  unless  assistance 
is  needed  because  of  clien&^^ige  or  condition. 


27-  Check  on  resident  after  five  minutes  or  before  if 
he/she  signals. 

26.  When  finished*  remove  beC^an  and  observe 
results — note  characteristi.cs  of  stool. 

29.  Clean  client  with  vet  washcloth  and  dry  peri  area 
thoroughly. 

Steps  ending  procedure 

30.  Remove,  clean  and  store  equipment. 

31.  Hash  your  hands. 

32.  Record  observations. 

NOIE:    Report  anything  unusual  to  charge  nurse. 
SUMMARY  AND  CONCLUSION 

1.  Ask  interaction  items. 

2.  Review  steps  of  procedure. 
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LESSON  PLAN: 
COURSE  TITLE: 
XINIT       VH  : 
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NURSE  ASSISTANT 
ELIMINATION 
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CLASSROOM  DISCUSSION: 

1.  Nhat  is  the  temperature  of  the  enema  solution  for  a 
soapsuds  BDema? 

2.  Nben  an  enema  is  given*  the  client  should  be  in  what 
position? 

3«  What  should  you  do  if  the  client  complains  of  pain  and/or 
cramping? 

4.  What  should  you  do  if  the  client  feels  faint  or  starts 
perspiring  heavily? 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITIES: 

1.    Instructor  demonstrates  setting  up  equipment  and  giving  ai 
enema  using  Chase  doll  or  client. 
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LESSON  PLAN:   48 


COURSE  TITLE:     NURSE  ASSISTANT 


UNIT        VII   :  ELIMINATION  

EVALUATION  ITEMS: 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  ••F"  if  it  is  false. 

 !•    The  cli€nt  should  be  in  bed.    lying  on  the  right 

side. 

  2.    The  usual  amount  of  fluid  is  1.000  cc  of  fluid  of 

105  degrees  Fahrenheit  water. 

  3.    Shake    the    solution    and    soap    suds    for    a  more 

effective  enema. 

  4-    Hold  enema  bag  so  that  level  of  solution  is  never 

higher  than  12  inches  above  the  anus. 

  5.     If  the  client  has  severe  cramps  or  pain  that  does 

not  pass,  discontinue  enema  and  notify  nurse. 

  6«     Instruct    client    to    take    deep    breaths  through 

his/her  mouth  to  relax  him/her. 

  7.    The     client     may     expel     the     enema  solution 

immediately  after  it  is  given. 

  8.    Check  on  client  after  20  minutes  or  before  he/she 

signals. 
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LESSON  PLAN!  48 
COURSE  TITLE:     NURSE  ASSISTANT 
UNIT        Vn   :  ELIMINATION 
ANSNERS  TO  EVALUATION; 


ADMINISTERING 


AN 


ENEMA 


HO  1 


1.  Rsitioning  of  Resident 


LESSON  PLANS  49 

COUBSE  TITLE:     NURSE  ASSISTANT 


UNIT        VII   :  ELIMINATION  

SCOPE  OF  UNIT: 

This  unit  covers  all  aspects  of  tha  alinination  of  urina  and 
stool t  which  includes  cars  of  the  catheter «  bowel  and  bladder 
retraining,  giving  and  removing  the  urinal  and  bedpan,  giving 
an  enema,  collecting  specimens  and  testing  urine  for  sugar  and 
acetone. 

INFORMATION  TOPIC:  Ot  DEMONSTRATION  VI 1-49 


SPECIMEN  COLLECTION 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  Vlul  BE  ABLE  TO: 

1.    Demonstrate  how  to  obtain  a  routine  urine  specimen 
according  to  the  steps  of  procedure. 


2.    Demonstrate  how  to  obtain  a  clean-catch/midstream  urine 
specimen  according  to  the  steps  of  procedure. 


3.  Demonstrate  how  to  obtain  a  urine  specimen  from  a  closed 
urinary  drainage  system  according  to  the  steps  of  procedure. 

4.  Demonstrate  how  to  obtain  a  atool  specimen  according  to  the 
steps  of  the  procedure. 

5.  Demonstrate  how  to  obtain  a  sputum  specimen  according  to 
the  steps  of  procedure. 
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SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  Trainex  filnstrip  #339:    **Collecting  Urine  Specimens" 
(stool  specimen) 

2.  Projector 

3«  Bedpan/urinal 

4.  Specimen  container 

5.  Specimen  label 

6s: 
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6.  Lab  requisition  slip 

7.  Tongue  depressor 

8.  Alcohol  sponge  (catheter  specimen) 

9.  Syringe  with  attached  needle  (catheter  specimen) 

10.  Sterile  specimen  container  (midstream  urine  specimen) 

11.  Antiseptic  solution 

12.  Cotton  balls 

13.  Discard  container 

14.  Soap  and  water 

15.  Washcloth 

16.  Towel 

17.  Disposable  gloves 
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TEACHER  RESOURCES: 


INTRODUCTION: 

The  body  eliminates  wastes,  such  as  urine,  stool  and  sputum, 
which  can  be  useful  in  diagnosing  and  treating  an  illness.  It 
is  a  responsibility  of  the  nurse  assistant  to  obtain  these 
specimens.    He/she  must  be  aware  of  the  importance  of  accuracy 
when  collecting  a  specimen.    Make  sure  it  is  the  right  specimen 
from  the  right  client  at  the  righc  time  using  the  right 
procedure.     If  you  are  not  absolutely  sure  of  the  instructions, 
check  with  the  charge  nurse.    A  client  can  be  harmed  if  you 
make  a  mistake. 

The  following  procedure  covers  how  to  obtain  a  routine  urine, 
stool,  and  sputum  specimen.    A  midstream/elean-catch  urine 
specimen  is  also  discussed.    This  type  of  specimen  is  as  free 
of  contamination  as  possbile  without  inserting  a  catheter  to 
obtain  the  specimen. 

Mhen  a  specimen  is  ordered  by  the  doctor,  explain  to  the  client 
to  call  you  immediately  when  he/she  feels  the  urge  to 
urinate/defecate/cough  so  a  specimen  can  be  obtain  as  soon  as 
possible. 
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LESSON  PLAN:   4?  

COURSE  TITLE:     NURSE  ASS  IS  :i7V_NX_    

UNIT         VII    :  ELIMINATION  

STEPS  OF  PROCEDURE: 
Routine  Urine  Specimen 

A.     Steps  beginni  nq  procodur o 

1.  Wash  your  liands 

2.  Assemble  necessary  equi  pmont . 

3.  Identify  a^id  greet  clioiit.      IdcMitiLy  nelf. 

4.  Explain  what  you  are  going  to  do. 

5.  Provide  privacy. 

6.  Put  on  disposable  gloves. 
B.        Collecting  routine  urine  specimen 

7.  Wash    the   client's    periiioal    area    if    it    in  soilorl. 
otherwise  it   ii9  not  nociv;!;,)  r  y  . 

8.  Offer    a    clean    bedpan/ur i na ] /or    assist    to  bedsido 
commode,   or   toilet  fiilod  with  npoci  pan. 

9.  Ask  client  to  void, 

NOTE:     Explain  riGod   to  dispono  of   first:  fow  drop?:. 

NOTE:  Instruct  client  not  to  put  toilet  paper  or 
pass  stool  in  receptacle  used  to  collect  urine. 

ID.  Have     client     wash     hands.      if     client  collected 
specimen . 

11.  Take      covered      bedpan/urinal      to      the  client's 
bathroom  or  dirty  utility  room. 

12.  If^  client     is    on    output,     note    amount    of  uririo 
voided  and  record  on  1 &o. 

13.  Carefully     pour     u'-ine     into     specimen  container, 
fill   it  3/4  full,    if  t^onsible. 

14.  Cover      conlaiiifM      lightly      ,nu\      r.or\\to\y.  Apply 
label . 
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15.  Measure   leftover   urine    if   client  is  on  l&O,  then 
pour  into  to i let /hopper . 

C.     Steps  ending  procedure 

16.  Remove,  clean,   store  squipment. 

17.  Wash  yo tr  hands 

18.  Make  the  client  comf ornable;  place  call  signal 
within  reach. 

■ 

19.  Inform  charge  nurse  that  specimen  has  ooon 
collected;  if  it  is  not  senc  to  lab  immediately, 
store  according  to  facility's  policy. 

20.  Record  that  specimen  has  been  obtained. 
Midstream/Clean-Catch  Urine  Specimen 

A.  Steps  beginning  procedure 

1-6,  See  steps  1-6  of  routine  urine  specimen 

B.  Collecting  midstream/clean  catch  urine  specimen 

7.  Clean  peri  area  with  soap  and  water  if  soiled. 

8.  Apply  antiseptic   solution   to  cotton  balls  and  put 
on  disposable  gloves . 

9.  a.     Female  client 


L  .   Sproad   labia  rind  <^x |)or,o  u  t  I  tui ry  o[><>n  i  tuj  . 

2.  Using  a  cotton  ball  with  antiseptic 
solution  on  it.  wipo  from  front  to  back 
on  one  side;  discard  cotton  bail. 

3.  Wipe  from  front  to  back  on  other  side; 
discard  cotton  ball. 

4.  Then  wipe  down  the  center  and  discard 
cotton  bal I  * 

b.     Male  client 

1.  Hold  penis  just  down  from  the  head  of  the 
penis;  retract  the  foreskin.  if 
uiicircumcised , 

2 .  Cleanse  tho  hoad  of  the  pen  is  and  ur  inary 
opening  with  a  cotton  ball  with 
antiseptic      solution      on      it      using  a 


circular  motion,   three  times. 


3.  Use  a  cotton  ball  once  and  then  discard. 

10.  Ask  client  to  start  to  urinate  into 
bddpan/urinal/twilet . 

11.  After  flow  has  started,  ask  client  to  stop 
urinating. 

12.  Place  specimen  container  under  client  and  ask 
him/her  to  start  urinating  again  into  container. 

NOTE:  Do  not  allow  anything  to  touch  the  inside 
surfaces  of  the  specimen  container  or  lid.  This 
would  contaminate  the  specimen. 

13.  If  client  cannot  stop  urinating  once  he/she  has 
stasted.  move  container  into  the  stream  of  urine 
to  collect  the  midstream  specimen  directly  into 
container . 

14.  Remove  container  before  the  flow  of  urine  stops. 
15^  Cover  container  tightly.    Apply  label. 

C.    Steps  ending  procedure 

16-20.  See  steps  16-20  of  routine  urine  specimen 
procedure. 

Collectina  Specimen  from  closed  Urinary  Drainage  System 

A.  Steps  beginning  procedure 

1-6.  See  steps  1-6  of  routine  urine  specimen  procedure 

B.  Collecting  urine  specimen  from  closed  drainage  system 

7.  Close  clamp  on  drainage  tubing  below  the 
speci-port . 

NOTE:    Never  leave  the  bedside  at  this  time 
without  unclamping  the  tubing. 

8.  Cleanse  the  speci-port  and  pull  gently  back  on 
the  plunger  to  obtain  required  amount  of  urine. 

9.  Remove  needle  cover  from  syringe. 

10.  Insert  needle  into  speci-port  and  pull  gently 
back  on  the  plunger  to  obtain  required  amount  of 
urine. 

11.  Remove  needle  and  syringe  from  speci-port. 
Cleanse  the  speci-port  with  an  alcohol  sponge. 


12.  Open  clamp  from  drainage  tubing.    Check  to  see 
that  urine  ia  draining  into  drainage  bag. 

13.  Place  needle  of  syringe  into  specimen  container 
and  push  plunger  to  expel  urine  into  specimen 
contaner • 

14.  Cover  container  tightly.    Apply  label. 

15.  Take  syringe,  needle  and  cover  to  proper 
container  and  dispose  of  them  according  to  the 
facility's  policy. 

C.    Steps  ending  procedure. 

16-20.  See  steps  16-20  of  routine  urine  specimen 
procedure. 

Stool  Specimen 

A.  Steps  beginning  procedure 

1-6.  See  steps  1-5  of  routine  urine  specimen 

B.  Collecting  a  stool  specimen 

7.  Assist  client  onto  bedpan/bedside  commode  or  to 
bathroom  toilet  fitted  with  speci-pan. 

NOTE:    Do  not  allow  client  to  use  bathroom  toilet. 

8.  Ask  client  not  to  urinate  or  put  toilet  tissue 
into  receptacle. 

9.  Have  client  wash  his/her  hands  if  he/she 
collected  the  specimen. 

10.  Take  the  covered  bedpan  to  the  client's  bathroom 
or  to  the  dirty  utility  room. 

11.  Using  the  wooden  tongue  depressor,  take  about  1 
to  2  tablespoons  of  stool  from  the  bedpan  and 
place  it  into  the  specimen  container. 

12.  Cover  specimen  container  securely.    Apply  label. 

13.  Wrap  tongue  depressor  in  a  paper  towel,  break  in 
two,  and  discard  it. 

14.  Empty  the  remaining  stool  into  the  toilet/hopper. 

C.  Steps  ending  procedure 

15-19.  See  steps  16'*20  of  routine  urine  specimen 
^  procedure. 
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A.  Steps  beginning  procedure 

1-6.  See  steps  1-6  of  routine  urine  specimen 

B.  Collecting  a  sputum  specimen 

?•  If  the  client  has  eaten  recently,  have  him/her 
rinse  out  his/her  mouth. 

8.  Instruct  client  to  take  three  deep  breaths  in  a 
row  and  on  the  thrid  exhalation  to  cough  deeply 
from  within  the  lungs  to  bring  up  the  sputum. 

NOTE:  Saliva  and  nose  secretions  are  not  to  be 
used  for  this  test. 

Client  may  have  to  cough  several  times  to  bring 
up  enough  sputum  for  the  specimen.  one  to  two 
tablespoons  is  usually  the  required  amcuiit. 

10,  Cover  Gi-?:iir..^n  container  tightly.    Apply  label. 

C.  Steps  ending  procedure 

11-15.  See     steps     16-20     of     routine    urine  specimen 
procedure. 


SUMMARY  AND  CONCLUSION: 

1.  Classroom  discussion 

2.  Review  steps  of  procedure 
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LESSON  plan: 
COURSE  TITLE: 
UNIT       VII  : 


49 

NURSE  ASSISTANT 
ELIMINATION 


CLASSROOM  DISCUSSION: 

1.  What  four  things  should  you  make  sure  of  when  collecting 
any  speclaen  to  ensure  accuracy? 

2.  Nhat  Is  the  difference  between  a  routine  urine  specimen  and 
a  midstream  and  a  midstream  or  clean-catch  urine  specimen? 

3.  Why  shouldn't  the  client  put  toilet  paper  In  the  bedpan 
when  collecting  a  urine/stool  specimen? 

4.  How  much  urine  Is  needed  for  a  specimen? 

5.  How  much  stool  Is  needed  for  a  specimen? 

6.  How  much  sputum  Is  needed  for  a  specimen? 

7.  Why  Is  It  Important  not  to  touch  the  Inside  surfaces  of  a 
specimen  container? 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Shoe  fllmstrlp. 

2.  Show  students  all  the  equipment  that  Is  needed  to  collect 
specimens. 

3.  Students  obtain  various  specimens  ordered  by  physician  from 
client  during  on-the-job  training. 


LRSSON  PLAN: 
COURSE  TITLE: 
UNIT    VII  t 


49 


NURSE  ASSISTANT 


ELIMINATION 


EVALUATION  ITEMS: 


EQUIPMENT 


NAME  OF  STUDENT: 


SPECIMEN  COLLECTION 


1.  Bedpan/urinal 

2.  Specimen  container 

3.  Specimen  label 

4.  Label  requisition  slip 

5.  Sterile  specien  container 

6.  Antiseptic  solution 
1.  Cotton  balls 

8.  Discard  container 


9. 
10. 
11. 

12. 
13. 
14. 
15. 


Tongue  depressor 
Alcohol  sponge 
Syringe  with 

attached  needle 
Soap  and  water 
Washcloth 
Towel 

Disposable  gloves 


DID  THE  STUDEMT 


Routine  Urine  Specimen 
A.     Steps  beginning  procedure 
1.     Wash  hands. 


2.      Assemble  necessary  equipment. 


3.      Identify  and  greet  client    Identify  self* 


4.     Explain  the  procedure  to  the  client. 


YES 


NO  ! 


5.     Provide  privacy. 


6.     Put  v>n  disposable  gloves. 


B.     Collecting  routine  urine  specimen 


7.    Wash  the  client* s  perineal  area  if  it  is  soiled, 
otherwise  it  is  not  necessary. 


Offer  a  clean  bedpan/urinal/or  assist  to  bedside 
commode*  or  toilet  fitted  with  speci-pan. 


Ask  client  to  void. 
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10.    Hav«  client  wash  hands  *  if  clitnt  collactad  spaeimen. 


YES  !    MO  ! 
! 
t 

f 


11.    Taka  covarad  badpan/urinal  to  tha  eliant*s  bathroom  or 
dirty  utility  room. 


12.    If  cliant  is  on  output,  nota  amount  of  urina  voidad 
and  racord  on  I&O. 


13.    Carafully  pour  urina  into  spaciman  container ,  fill  it 
3/4  full,  if  possibla. 


14.    Covar  container  tightly  and  securely.    Apply  label. 


15.    Measure  leftover  urine  if  client  is  on  I&O,  then  pour 
into  toilet/hopper. 


C.     Steps  ending  procedure 

16.    Remove,  clean,  and  store  equipment. 


17.    Wash  hands. 


18.    Make  the  client  comfortable;  place  call  signal 
within  reach. 


19.  Inforui  charge  nurse  that  specimen  has  been  collected; 
if  it  is  not  sent  to  lab  immediately,  store  according 
to  facility's  policy. 


20.    Record  that  specimen  has  been  obtained. 


Midstream/Clean  Catch  Urine  Specimen 

A.     Steps  beginning  procedure 

1*6.    Contplttte  steps  1-6  of  routine  urine  specimen 
procedure . 
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B.     ColUeiins  nidtirtan/cUan  catch  urine  apaciMti 
7.   ClMti  pari  araa  with  toap  and  water  if  aoiUd. 


YES 


8.     Applx  antiaaptic  aolution  to  cotton  balla  &nd  put  cn 
diapoaable  tlovaa. 


9.     a.    Pen>iila  client 

1.    Spread  labia  and  expoee  urinary  opening. 


2.    Using  a  cotton  ball  with  antiseptic  aolution 
on  itt  wipe  from  front  to  back  on  one  aidSt 
discard  cotton  ball. 


3.    Wipe  from  front  to  back  on  other  sidSt 
discard  cotton  ball. 


4.    Then  wipe  down  the  center  and  discard  cotton 
'•etton  ball . 


b.    Male  client 

1.    Hold  penis  Just  down  from  the  head  of  the 
penis;  retract  the  foreskin*  if  uncircumcised 


2.    Cleanse  the  head  of  the  penis  and  urinary 
opening  with  a  cotton  ball  with  antiseptic 
solution  on  it  using  a  circular  motion  three 
times. 


3.    Use  a  cotton  ball  once  and  then  discard. 


10.    Ask  client  to  Jtart  to  urinate  into  bedpan/urinal/ 
toilet. 


11.   After  flow  has  started*  ask  client  to  stop  urinating. 


12.    Place  specimen  container  under  client*  and  ask  him  to 
start  urinating  again  into  container. 


J  L 
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If  dimt  cannot  stop  urinating  once  he/sha  has 
started,  move  container  into  the  stream  of  urine  to 
collect  the  middle  of  the  stream  specimen  directly  into 
container. 


U.    Remove  container  before  the  flow  of  urine  stops. 


15.    Cover  container  tightly.    Apply  label. 


16.    Pour  leftover  urine  into  toilet/hopper. 


C.    Steps  ending  procedure 

16-21.    Complete  steps  16-20  of  routine  urine  specimen 
procedure. 


CollestinK  specimen  From  Closed  Urinary  Drainage  Svf  «.tn 
A.    Steps  beginning  procedure 

1-6.    Complete  steps  1-6  of  routine  urine  specimen  procedure 


B.    Collecting  urine  specimen  from  closed  drainage  system. 
7.    Close  clamp  on  drainage  tubing  below  the  speci-port. 


8.    Cleanse  the  3peci-port  with  the  alcohol  sponge. 


9.    Remove  needle  cover  from  syringe. 


10.    Insert  needle  into  speci-port  and  pull  gently  back  on 
the  plunger  to  obtain  required  amount  of  urine. 


11.    Remove  needle  and  syringe  form  speci-port.    Cleanse  the 
speci-port  with  an  alcohol  sponge. 


12.    Open  clamp  from  drainage  tubing,  check  to  see  that 
urine  is  draining  into  drainage  bag. 


13.    Place  needle  of  syringe  into  specimen  container  and 
push  plunger  to  expel  urine  into  specimen  container. 

-£33  
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!                                                                                                               !  YES 

!    NC  ! 

•  1 

1                                                                                                                                                                                                                            *  * 

f        14.    Cover  container  tightly.    Apply  label.                          !  ^ 
t  ; 

!  ! 
!        15.    Take  syringe,  needle  and  cover  to  proper  container  and  ! 
!               dispose  of  them  acccrding  to  the  facility*8  policy.  ! 

!                                                                                                         !  1 

1  ! 

ff                                                                                                         1         t  1 

.  ... 

!  C.    Steps  ending  procedure                                                          !         !  ! 
!                                                                                                         !         !  ! 
!    16-20.    Complete  steps  16-20  of  routine  urine  specimen               !         !  ! 

!               procedure.                                                                   !         !  ! 

ff                                                                                                   t         •  1 

.                                                                                                   .         «  . 

•  ■ 
!  Stool  Specimen  1 
!  \ 
!  A.    Steps  beginning  procedure  ! 
!  ! 
!       1-6.    Coinplete  steps  1-6  of  routine  urine  specimen  procedure.! 

• 

!  i 

t  ! 
t  ! 
t  ! 
1  ! 

7.    Assist  client  onto  bedpan/bedside  commode  or  into 
bathroom  toilet  fitted  with  speci-pan. 


8.    Ask  client  not  to  urinate  or  put  soiled  tissue  into 
receptacle. 


9. 

Have  client  ^'ish  his/her  hands  if  he/she  collected  the  ! 
specimen.  1 

! 

f 

10. 

Take  the  covered  bedpan  to  the  client's  bathroom  or  to  ! 
the  dirty  utility  room.  ! 

! 

t 
. 

11. 

Using  the  wooden  tongue  depressor,  take  about  1  to  2  ! 
tablespoons  of  stool  from  the  bedpan  and  place  it  into  ! 
the  specimen  container.  i 

! 
; 
t 

! 
! 

! 
5 

t 

. 

! 

12. 

Cover  specimen  container  securely.    Apply  label.  « 

! 
f 
! 

1 

. 

f 

!          !  ! 

13.  Wra?  tongue  depressor  in  a  paper  towel,  break  in  two,    !  !  ! 
and  discard  it.                                                          !  !  ! 

 !  !  } 

!  !  ! 

14.  Empty  the  remaining  stool  into  the  toilet/hopper.  !  !  ! 
 f  !  ! 

767 


694 


!   VPS  • 

MU  ! 

!  C.    Steps  ending  procedure                                                          ;  j 

! 
! 

!  15-19. 

Conqilete  steps  16*20  of  routine  urine  specimen              !  f 
procedure.                                                                     {  { 

! 

! 

t 

• 

• 

f  Sputum  specimen                                                                                 I  , 

! 

1 
• 

!  A.    Steps  beginning  procedure                                                      1  | 

i 
f 

f  1-6. 

Conplete  steps  1-6  of  routine  urine  specimen  procedure.!  f 

; 

!  7. 

If  the  client  has  eaten  recently  have  him/her  rinse       !  ! 
out  his/her  mouth.                                                        1  { 

!  8. 

Instruct  client  to  take  three  deep  breaths  in  a  row  and!  ! 
on  the  third  exhalation  tc  cough  deeply  from  within  the!  ! 
lungs  to  bring  up  the  sputum.                                         !  ; 

!  9. 

Client  may  have  to  cough  several  times  to  bring  up        !  ! 
enough  sputum  for  the  specimen.                                     !  ; 

f 
1 

!  10. 

Cover  specimen  container  tightly.    Apply  label.              !  ! 

• 
t 

1 

S 

!  C.    Steps  ending  procedure                                                           1  t 

t 
t 

! 

!  11-15. 

Complete  steps  16-20  of  routine  urine  specimen              !  ! 
procedure •                                                                     i  i 

1 

! 

f 
1 

The  student  has  satisfact^orily  completed  the  procedure  **SPECIHEN  COLLECTION" 
according  to  the  steps  outlined. 


Instructor's  Signature 
(Verifying  Satisfactory  Coiq>letion) 


Date 
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LESSON  PLAN:   50 


COURSE  TITLE:     NURSE  ASSISTANT  

UNIT        VII   ;  ELIMINATION  

SCOPE  OF  UNIT: 

This  unit  covers  all  aspects  of  the  elimination  of  urine  and 
stool,  which  includes  care  of  the  catheter,  bowel  and  bladder 
retraining,  giving  and  removing  the  urinal  and  bedpan,  giving 
an  enema,  collecting  specimens  and  testing  urine  for  sugar  and 
acetone. 

INFORMATION  TOPIC:  OC  DEMONSTRATION  VI 1-50 


URINE  TESTING  FOR  SUGAR  AND  ACETONE 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Demonstrate  how  to  test  urine  for  sugar  using  a  Clinitest 
or  Tes-Tape  according  to  the  steps  of  procedure. 


2.  Demonstrate  how  to  test  urine  for  acetone/ketones  using  the 
Acetone  or  Ketostix  according  to  the  steps  of  procedure. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  Clinitest  kit  (includes  dropper,  test  tube,  and  tablets) 

2.  Running  water 

3.  Tes-Tape 

4.  Acetone  test  tablet,  paper  towel,  eyedropper 

5.  Ketostix/Labstix.  any  type  of  dipsticK 

6.  Fresh  urine  specimen 


TEACHER  RESOURCES: 


INTRODUCTION: 

Urine  testing  is  done  on  a  regular  basis  for  diabetic  clients 
to  monitor  their  disease.    Sugar  and  acetone  spill  into  the 
urine  if  there  is  a  high  level  within  the  blood.  Again 
accuracy  is  extremely  important.    The  specimen  that  is 
collected  should  be  as  fresh  as  possible,  and  should  not  have 
been  sitting  in  the  bladder  overnight  or  for  several  hours. 
Inform  the  charge  nurse  if  you  were  unable  to  collect  a  fresh 
specimen.    Dosages  of  insulin  are  sometimes  calculated 
depending  upon  what  the  test  results  are. 

The  following  procedure  covers  a  variety  of  equipment.    If  your 
facility  does  not  have  these  types  of  supplies,  follow  the 
directions  that  come  with  the  test  kits  available. 
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LESSON  PLAN: 


COURSE  TITLE:     NURSE  AS. ISTANT  

UNIT        VII  ;  ELIMINATION  

STEPS  OF  PROCEDURE: 
Clinitest 

staps  beainnina  procedure 

1.  Identify  and  greet  client.    Identify  self. 

2.  Explain  what  you  are  going  to  do. 

3.  Obtain  fresh  urine  specimen. 

4.  Assemble  necessary  equipment. 

5.  Wash  your  hands. 

6.  Put  on  disposable  gloves. 
Clinitest  Procedure 

7.  Hold  test  tube  between  thumb  and  forefinger,  about 
1/4  inch  from  top  of  tube. 

8.  Turn  on  water  faucet;  draw  up  water  into  dropper; 
hold  dropper  upright  and  place  ten  drops  of  water 
into  the  center  of  the  test  tube. 

9.  Use  the  dropper  to  draw  up  urine  from  the  specimen. 
With  tae  dropper  in  an  upright  position*  add  the 
required  number  of  drops  of  urine  to  the  test  tube 
(two  drops/five  drops). 

NOTE:    Check  tablet  box  for  correct  amount--either 
two  drops  or  five  drops — of  urine  to  be  added. 

10.  Pour  one  Clinitest  tablet  from  the  bottle  into  the 
bottle  cap  and  drop  it  into  the  test  tube. 

NOTE:    Never  touch  the  tablet  with  your  fingers; 
check  for  normal  color  of  tablet--blui8h  white  and 
slightly  spotted. 

11.  Hold  test  tube  near  top;  do  not  shake  the  test  tube 
during  the  reaction. 

12.  Count  for  15  seconds  after  the  bubbling  inside  the 
test  tube  has  stopped;  shake  the  tube  gently 

side  to  side. 
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13.  Compare  color  in  the  tube  with  the  ciinitest  color 
chart. 

14.  Record  the  results. 

15.  Nash  test  tube  with  cold  water.    Replace  it  upside 
down  so  th^t  any  remaining  water  will  drain  out. 

16.  Rinse  dropper  with  cold  water.    Put  it  in  rack  in 
upright  position. 

steps  ending  procedure 

17.  Remove*  clean*  and  store  equipment. 

18.  Nash  your  hands. 

19.  Record  results  on  chart  and  notify  charge  nurse  of 
results. 

Tes-Tare 

Stftps  beginning  procedure 

l«-6.  See  steps  1-6  of  Ciinitest  procedure. 
Tes-Tape  procedure 

7.  Tear  off  a  piece  of  tape  about  one  and  one  half 
inches  long. 

NOTE:    Do  not  touch  the  part  of  the  tape  that  is  to 
be  dipped  in  the  urine  with  your  fingers. 

8.  Dip  the  end  of  the  tape  irto  the  urine  sample  up  to 
about  one-half  inch.    Pull  it  back  out. 

9.  Nait  for  one  minute*  holding  the  tape. 

10.  After  a  minute*  compare  the  color  change  in  the  tape 
with  the  color  cbTrt  on  the  tape  container. 

11.  Record  the  results. 

12.  Discard  tape  and  urine, 
steps  ending  Procedure 

13-15.  See  steps  17-19  of  Ciinitest  procedure. 
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Acetest 


Stepg  beainninQ  procedure 

1-6.  See  etepe  1-6  of  Clinitest  procedure. 
Acetest  tablet  procedure 

7.  Place  one  acetest  tablet  on  a  clean  paper  towel. 

NOTE:  Without  touching  tablet,  drop  it  into 
container  lid  and  then  onto  the  paper  towel. 

8.  Draw  urine  into  the  dropper. 

9.  Drop  one  drop  of  urine  on  the  tablet. 

10.  Wait  30  seconds. 

11.  Compare  the  color  of  the  tablet  with  the  color  chart 
Oh  the  bottle. 

12.  Record  the  results. 

13.  Discard  tablet,  paper  towel  and  urine. 
Steps  ending  procedure 

14-16.  See  steps  17-19  of  Clinitest  procedure. 


Steps  beginning  procedure 

1-6.  See  steps  1-6  of  Clinitest  procedure. 
Ketostix  procedure 

7.  Taice  a  strip  out  of  the  bottle. 

NOTE:    Do  not  touch  the  end  to  be  dipped  into  the 
urine  with  your  fingers. 

8.  Dip  the  specially-treated  end  into  the  urine  with 
your  fingers. 

9.  Wait  15  seconds. 

10.  Compare  the  color  change  on  the  strip  with  the  color 
chart  on  the  bottle. 

11.  Record  the  results. 

12.  Discard  strip  and  urine. 
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stftPB  ending  procedure 
13-15.  See  steps  17-19  of  Clinitest  procedure. 

SUMMARY  AND  CONCLUSION: 

1.  Classroom  discussion  items 

2.  Review  steps  of  procedure 
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LESSON  PLAN: 


COURSE  TITLE:     NURSE  ASSISTANT  

UNIT        VII   t  ELIMINATION  

CLASSROOM  DISCUSSION: 

1.  Hov  do  you  obtain  the  freshest  sample  of  urine? 

2.  Why  is  it  important  to  be  accurate? 

3.  What  position  should  the  dropper  be  in  when  putting  drops 
into  the  test  tube? 

4.  What  is  Che  proper  way  to  put  tablets  into  the  test  tube? 

5.  How  do  you  replace  the  test  tuue  in  the  kit  after  you  have 
completed  the  Clinitest? 

6.  How  much  test  paper  is  needed  to  do  the  Tes-Tape  procedure? 

7.  How  many  drops  of  urine  are  placed  on  the  acetest  tablet? 

8.  What  should  you  do  with  the  results  of  any  of  these  tests? 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Instructor  demonstrates  testing  the  urine  with  whatever 
equipment  is  available  in  the  particular  facility. 

2.  Students  practice  testing  the  urine  for  sugar  and  acetone 
using  available  equipment. 


LESSON  plan: 
COURSE  TITLE: 
UNIT    VII  ; 


50 

NURSE  ASSISTANT 
ELIMINATION 


EVALUATION  ITEMS:  NAME  OF  STUDENT:  

URINE  TESTING  FOR  SUGAR  AND  ACETONE 

EQUIPMENT 

1.  Clinitest  kit  5.  Ketostix/Labstix.  any 

2.  Running  water  type  of  dip  stick 

3.  Tea-Tape  6.  Fresh  urine  specimen 

4.  Acetone  test  tablet, 
paper  towel,  dropper 


!    DID  THE  STUDENT 

!  YES  ! 

NO  ! 

!  Cliniteifc 

i  i 

!    A.    St^ps  besinning  procedure 

!  1. 

Identify  and  greet  client    Identify  self. 

1 

t  2. 

Explain  what  you  are  going  to  do. 

!  3. 

Obtain  fresh  Specimen  of  urine. 

!  A. 

Assemble  necessary  equipment. 

!  5. 

Wash  hands. 

!  «• 

Put  on  disposable  gloves. 

!    B.    Clinteit  procedure 

!  7. 

Hold  test  tuti  between  thumb  and  forefinger, 
1/4  inch  from  top  of  tube. 

about 

!  8. 

Turn  on  water  faucet;  draw  up  water  into 
hold  dropper  upright  and  place  ten  drops 
into  the  center  of  the  test  tube. 

dropper ; 
of  water 

t  j 
•  • 

t  { 

! 

!  YES  ! 

NO  ! 

9. 

1  f 

Ufa  thtt  dropper  to  draw  up  urina  from  tha  apaciman.       !  ! 
With  tha  droppar  in  an  upright  position,  add  tha           !  ! 
raquirad  nuaibar  of  dropa  of  urina  into  taat  tuba.          !  ! 

! 
1 

1 

i 

10. 

Pour  ona  Clinitaai  tablat  from  tha  bottla  into  tha        !  I 
bottla  cap  and  drop  it  into  tha  taat  tuba.                    !  ! 

11. 

Hold  taat  tuba  naar  top;  do  not  ahaka  tha  taat  tuba       !  ! 
during  tha  raaction.                                                   i  < 

i 

! 
1 

12. 

Count  for  15  aaconds  aftar  tha  bubbling  inaida  tha  taat!  ! 
tuba  has  atoppad.    Shaka  tha  tuba  gantly  from  aida  to    !  ! 
aida.                                                                           !  ! 

i 

1 

13. 

Cofflpara  color  in  tha  tuba  with  the  Clinitaat  color        !  ! 
chart.                                                                        i  I 

i 

14. 

Racord  tha  raaulta.                                                     i  i 

15. 

Wash  taat  tuba  with  cold  water.    Haplaca  it  upside  down!  ! 
so  that  any  remaining  water  will  drain  out.                   !  ! 

j 

16. 

Rinse  dropper  with  cold  water.    Put  it  in  rack  in 

upright  position.                                                          i  i 

!  C. 

Stapi  •nding  procadur*                                                         i  i 
17.    K«mov«,  claan,  and  itor*  •quipment.                              !  ! 

18. 

Wash  hands*                                                              I  i 

19. 

Racord  reaulta  on  chart,  and  notify  charge  nurse  of       !  ! 
results.                                                                     i  ' 

!    T«t-Tao«                                                                            I        '  ' 
f    A.    8t«pi  b«ginnir<  procadur*                                                   1         1  ' 
!        1-6.  Coiivl«V.«  itspi  1-6  of  Clinitait  procadur*.                     !         !  < 
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!  YES  !  NO 


B«    T«t-Tap«  procedure 

7.    T«ar  off  a  piece  of  tape  about  one  and  one*half  inches 
long. 


8.    Dip  the  end  of  the  tape  into  the  urine  sample  up  to 
about  one-half  inch.    Pull  it  back  out. 


9.    Wait  for  one  minute,  holding  the  tape. 


10.    After  a  minute,  compare  the  color  change  in  the  tape 
with  the  color  chart  on  the  tape  container. 


11.    Record  the  results. 


12.    Discard  tape  and  urine. 


C.  Steps  ending  procedure 

13-15.    Convlete  steps  17-19  of  Clinitest  procedure. 


Acetest  tablet  procedure 

A.    Steps  beginning  procedure 

1-6.  Complete  steps  1-6  of  Clinitest  procedure. 


7.    Place  one  acetest  tablet  on  a  clean  paper  towel. 


8.     Draw  urine  into  the  dropper. 


9.    Drop  one  drop  of  urine  on  the  tablet. 


10.    Wait  30  seconds. 


11.    Compare  the  color  of  the  tablet  with  the  color  chart 
on  the  bottle. 
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!                                                                                                                !  YES  !    VO  ! 

!  12. 

Bftcord  thm  ratults. 

■i — ! — i 

!  13. 

Discard  tablat,  papar  tontl  and  urina. 

1    1  I 

t    C.  8t«ps  anding  procadur* 

1    1  ! 

1  13-15. 

CoB^lata  atapa  17-19  of  Clinitaat  procadura. 

i  i  i 

!  KAtoitix 

1  1  i 

!    A.    St ftps  b^sinnins  procftdur^ 

!  i  i 

!  1-6. 

Cowplata  ataps  1-6  of  Clinitast  procadura. 

1    B.  Katottix  procttdura 

!    !  i 

1  7. 

Taka  a  strip  out  of  tha  bottla. 

1    I  ! 

!  8. 

Dip  tha  apacially-traatad  and  into  tha  utina  aaiopla; 
pull  back  out;  lat  axcaaa  urina  drip  off. 

!    !  i 

i  9. 

Wait  for  15  sacondt. 

!    !  ! 

f  10. 

Convara  tha  color  changa  on  i>a  strip  with  tha  color 
chart  on  tha  bottla. 

i  i  i 

1  11. 

Racord  raaulta. 

i  !  i 

1  12. 

Diacard  strip  and  urina. 

!  C.    Sttpt  tndins  proc^dura 

!  13-15. 
1 

Coaplata  atapa  17-19  of  Clinitaat  procadura. 

Th*  studant  has  •atiafactorily  eonvlatad  tha  prucadura  "URIHB  TBSTIMG  FOR 
iUCAS  AM)  ACBTOMB"  accordins  to  tha  ttaps  outlinad. 


Instructor's  Signatura 
(Varifying  Satisfactory  Complation) 


1^ 
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LESSON  PLAN:  51 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT      VIII    :       RESTORATIVE  NURSING 


SCOPE  OF  UNIT: 

This  unit  includes  information  to  prepare  the  nurse  assistant 
to  play  a  supportive  role  in  restorative  nursing,  other 
lessons  are:    body  mechanics:  lifting  and  moving;  positioning; 
principles  of  transfer;  transfer  activities;  ambulation;  and 
range  of  motion  exercises. 


INFORMATION  TOPIC:     VI 1 1-51  OR  DEMONSTRATION: 

PRINCIPLES  OF  RESTORATIVE  NURSING 
(Lesson  Title) 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Define  restorative  nursing. 

2.  List  three  reasons  for  providing  restorative  nursing. 

3.  Identify  four  complications  of  immobility  that  must  be 
prevented . 

4.  Identify  key  points  of  positioning  clients  confined  to 
bed. 

5.  Recognize  the  goals  of  restorative  nursing. 


SUPPLEMENTARY  TEACHING/ LEARNING  ITEMS: 

1.  Concept  Madia  Filmstrip:     "Fundamental  Concepts  of 
Nursing'*;  Program  6  -  **Limited  Activity***  Parts  I  and  II 

2.  Filmstrip  or  Film 
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TEACHER  RESOURCES: 


INTRODUCTION: 

The  human  body  is  made  for  movement  and  action.    When  it 
becomes  immobile  or  inactive  due  to  a  variety  of  conditions  or 
illnesses,  problems  will  develop.    Basic  nursing  care  rip^ 
prevent  many  of  these  problems.    All  clients  should  be  assisted 
to  maintain  or  improve  their  present  level  of  function  rather 
than  losing  it.    The  physical  therapist  or  physical  therapy 
aide  will  be  working  with  the  client  for  a  short  period  of  time 
during  the  day:  then  it  is  up  to  other  members  of  tha  nursing 
staff  to  continue  with  the  established  program.     It  is  a 
24-hour-a-day  concern.    Involve  the  family,  if  possible.  This 
lesson  will  provide  you  with  information  concerning  why 
restorative  nursing  is  so  critical  to  the  clients  and  the 
vitally-important  role  of  the  nurse  assistant. 


a  7^20  S 


LESSON  PLAN:  SI 

COURSE  TITLE:      NURSE  ASSISTANT 


UNIT      VIII   :       RESTORATIVE  NURSING 


OUTLINE:        (Key  PointB) 
I.  Teems  and  Definitions: 

A.  Orthostatic  hypotension  -  inability  of  cardiovascular 
system  to  respond  quickly  enough  to  body  position 
chanye.  causing  a  drop  in  blood  pressure;  of tf a 
accompanied  by  dizziness,  fainting,  or  fall 

B.  Restorative  nursing  -  the  process  by  which  a  disabled 
or  ill  person  is  helped  to  reach  the  highest  possible 
."■.evel  of  wellness,  considering  his/hei  limitations 

(CD-I.  2) 


II.  Pease;. o  for  Providing  Restorative  Nursing: 

A.    To    maintain    present    function,    follow    basic  nursing 
care  measures. 

1.    Provide  exercise. 

a.  Range  of  motion 

1)  Active  -  client  exercises  alone;  may  use  a 
device  such  as  a  pulley  or  exercise  bicycle 

2)  Active-assistive  -  N.A.  helps  client  with 
exercises 

3)  Passive  -  done  for  client  who  is  unable  to 
move  independently;  involves  moving  the 
client's  body  parts  through  a  series  of 
exercises 

b.  Isometrics  -  independently  client 

c.  sitting  with  balance 

d.  standing  causes  body  weight  to  rest  on  bones 
and  muscles. 

e.  Ambulation  with  assistance 

f.  Self-care  in  activities  of  daily  living 


2.    Adequate  fluid  intake  and  proper  diet 

Proper  body  positioning  when  in  bed  or  sitting  in 
a  chair 

4.  Change  of  position  every  two  (2)  hours 

5.  Deep  breathing  and  coughing 

a.  Necessary  to  /ill  lungs  completely  with  air 
and  prevent  any  collapse  of  lungs 

b.  Have  client  take  in  three  (3)  deep  breaths 
through  the  nose*  then  blow  out  through  the 
:^duth,  and  then  cough  after  the  third  breath. 

To  restore  lost  function 

1.  Follow  instructions  given  by  therapist  (physical 
therapirt,  occupational  therapist,  speech 
therapist) 

2.  Restore  independence  in  ADL  (activities  of  daily 
living) 

a.  Eating  -  teach  client  to  feed  self  again;  at 
first,  have  client  hold  finger  foods,  then 
progress  as  client  is  able;  use  adaptive 
utensils 

b.  Sleeping  -  keep  awake  in  daytime,  except  for 
short  nap  in  early  afternoon;  bedtime  should 
not  be  before  8:30  p.m. 

c.  Dressing  -  encourage  self -dressing;  teach 
different  methods  to  handicapped 

d.  Toileting  -  encourage  self-help;  position 
client  properly  for  voiding/defecating 
(standing/sitting);  establish  routine 

0.    Exercise  and  ambulation 

To  prevent  complications  of  immobility  (CD-3) 

1.    Pressure  sores  (decubitus  ulcers,  bedsores)  - 
destruction  of  skin,  muscle,  and  surrounding 
tissues  because  of  pressure  that  cuts  off  blood 
supply  to  tissues 

a.  Relieve  pressure  by  regular  turning  and 
repositioning. 

b.  Gentle  massage  of  body  prominences 


c.  Keep  client  clean  and  dcy. 

d.  Encourage  nutritious,  high  protein  diet. 

2.  Contractures  -  deformity  of  joint  due  to 
shortening  of  muscles  and  tendons*  which  causes 
decrease  in  joint  motion 

a.  Change  position  every  two  (2)  hours. 

b.  Provide  support  to  joints  with  a  pad/pillow. 

c.  Exercise  joints. 

d.  Apply  aids  to  prevent  contractures. 

3.  Constipation/impaction  -  can  be  caused  by  slowing 
down  of  peristalsis 

a.  Ajeguate  fluids  and  diet 

b.  Exercise 

c.  Bowel  and  bladder  training 

4.  Lung  congestion/pneumonia  -  lungs  do  not  inflate 
fully  and  secretions  cannot  be  moved  up  and  out  of 
lungs;  accumulation  of  secretions  can  lead  to  an 
infection 

a.  Encourage  deep  breathing  and  coughing. 

b.  Exercise 

c.  Adequate  fluid  intake 

5.  Circulatory  problems  -  orthostatic  hypotension  can 
lead  to  blood  clots  (due  to  poor  circulation) 

a.  Turning 

b.  Exercise 

c.  Gradually  change  position  of  client. 

d.  Move  client  out  of  bed  into  chair  as  soon  as 
possible*  as  often  and  for  as  long  as  client 
can  tolerate. 

Positioning  of  Client  Confined  to  Bed 

A.    Has  a  tendency  to  lie  in  a  curled  up  position  (fetal 
position) 


B.  May  bend  his/her  back  and  flex  his/her  Knees  and  hips 
(may  be  lying  in  this  position  to  relieve  pain  or  to 
keep  warm):  client  should  not  stay  in  this  position 
for  very  long«  he/she  will  have  problems  straightening 
out  when  able  to  get  out  of  bed 

C.  The  bed  should  support  the  natural  curve  of  the  spine. 

D.  Legs  and  arms  should  be  supported  to  prevent  strain  on 
the  joint  and  muscle  contractures. 

E.  Linen  should  never  be  tucked  too  tightly  over  the  feet 
(could  cauce  f ootdrop) ;  bed  cradles  may  be  placed  over 
the  legs  and  feet. 

F*    Supportive  devices  may  be  positioned  at  the  shoulders « 
arms«  hands,  hips,  knees  and  ankles  and  feet  to 
prevent  strain  and  maintain  body  alignment. 

G.    Position  should  be  changed  every  two  hours. 


IV.  Goals  of  Restorative  Nursing 

A.  Emphasize  abilities,  not  disabilities.' 

B.  Keep  the  client  functioning  at  the  highest  level 
possible. 

C.  Encourage  independence  when  giving  care;  it  may  be 
faster  and  easier  for  you  to  do  any  of  the  activities 
of  daily  living  for  the  client,  but  remember  if  you  do 
it  the  client  will  not  have  the  opportunity  to  try  to 
do  it. 

D.  Promote  activity  so  strength  of  the  body  muscles  is 
not  lost. 

E.  Show  interest  in  the  client. 

F.  Praise  the  client  when  he/she  has  accomplished  a 
task.    Give  your  support. 

v.    Summary  and  Conclusion 

A.  Terms  and  definitions 

B.  Reasons  for  providing  restorative  nursing 

C.  Positioning  of  client  confined  to  bed 
D*    Goals  of  restorative  nursing 

7)2 
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You  may  apply  this  information  to  all  of  your  clients  i 
basxc  nursing  care.    Many  clients  already  haJe  coSSucariL" 
and  you  can  still  apply  thepe  principles  of  ^estorlrJo?!' 
you  Observe  a  problem  developing.  Se'sure  to  ripor?    t  ^o  IL 
charge  nurse  so  the  entire  health  care  team  can  oroviHo  ?k 
care^needed  and  hopefully  improve  the  qL'utrof 'uf ^'^^'^.e 


• 
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LESSON  PLAN:  ^51_ 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT    VIII     :       RESTORATIVE  NURSING  

CLASSROOM  DISCUSSION: 

1.  Can  you  think  of  some  illnesses  or  conditions  that  may 
cause  a  client  to  be  immobile? 

2.  Have  any  of  you  ever  been  immobilized  for  a  long  period  of 
time?    How  did  you  feel  when  you  were  able  to  get  up  again? 

3.  If  you  were  confined  to  bed  for  a  week*  can  you  think  of 
some  complications  that  may  develop  if  you  were  not  able  to 
care  for  yourself? 

4     How  important  is  it  for  you  to  allow  the  client  to  do 

things  for  him/herself,  rather  than  ;3oing  them  for  him/her? 


CLASSROOM.  LABORATORY.  OR  OTHER  ACTIVITIES: 
1.    Show  filmstrip  or  film 
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LESSON  PLAN:  51 


COURSE  TITLE:       NURSE  ASSISTANT 
UNIT  .JLUi  :       RESTORATIVE  NURSING 


EVALUATION  ITEMS: 

Define  orthostatic  hypotension. 


What  is  restorative  nursing? 


List  three  reasons  for  providing  restorative  nursing. 


Which  of  th>  following  are  complications  that  can  develop 
due  to  immobility?    (Circle  the  letter  of  the  correct 
answer . ) 

a.  Contractures,  blood  clots,  pressure  sores,  or 
constipation 

b.  Contractures,  diarrhea,  pressure  sores,  or  constipation 

c.  Contractures,  blood  clots,  diaphoresis,  or  constipation 

d.  Halitosis,  blood  clots,  pressure  sores,  or  constipation 

For  each  of  the  following,  write  '*T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

  5.     It  is  much  better  to  brush  the  client's  teeth  than  to 

allow  the  client  to  take  ten  minutes  to  accomplish  it. 

6.    Praise  the  client  when  he/she  has  accomplished  a  task. 


7.  A  goal  of  restorative  nursing  is  to  keep  the  client 
functioning  at  the  highest  level  possible. 

8.  Emphasize  the  client's  disabilities. 

9.  Linen  should  never  be  tucked  too  tightly  over  the  feet. 

10.    Position  of  the  bedridden  client  should  be  changed 
every  three  hours. 


2. 


3. 


4. 
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LESSON  PLAN: 
COURSE  TITLE: 
UNIT    VIII  ; 


51 

NURSE  ASSISTANT  

RESTORATIVI  NURSING 


ANSWERS  TO  EVALUATION  ITEMS: 

1.  Orthostatic  hypotension  -  inability  of  cardiovascular 
system  to  respond  quickly  enough  to  body  position  change, 
causing  a  drop  in  blood  pressure,  often  accompanied  by 
dizziness,  fainting  or  fall 

2.  Restorative  nursing  is  the  process  by  which  a  disabled  or 
ill  person  is  helped  to  reach  the  highest  possible  level 
of  wellness,  considering  his/her  limitations. 

3.  a.    To  maintain  present  function 

b.  To  restore  lost  function 

c.  To  prevent  complications  of  immobility 

4.  a 

5.  F 

6.  T 
7-  T 

8.  F 

9.  T 
10.  F 
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LESSON  PLAN:  52 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      Vin   :       RESTORATIVE  NURSING 


ERJC 


SCOPE  OF  UNIT: 

This  unit  includes  information  to  prepare  the  nurse  assistant 
to  play  a  supportive  role  in  restorative  nursing,  other 
lossons  are:    body  mechanics;  lifting  and  moving:  positioning: 
piinciples  of  transfer;  transfer  activities:  ambulation;  and 
range  of  notion  exercises. 


INFORMATION  TOPIC:     VI I 1-52  OR  DEMONSTRATION: 

BODY  MECHANICS 
(Lesson  Title) 

LESSON  OBJECTIVES   •  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Define  body  mechanics. 

2.  Identify  two  reasons  body  mechanics  are  important. 

3.  Recognize  key  poln*-*?  of  body  mechanics. 

4.  Identify  additional  points  to  consider  when  moving  a 
client  or  object. 


SUPPLEMENTARY  T>5ACHING/LEAPNING  ITEMS: 

1.  HO  Ir    Key  Points  in  Body  Mechanics 

2.  Trainex  filmstrip  #:16:    "How  to  Work  All  Day  Without 
Getting  Hurt" 
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TEACHER  RESOURCES: 


INTRODUCTION: 


S?i^nt«      v««  if,lrV  "^j^'  Will  be  to  move 

hi:J  «  You  must  know  how  to  do  this  without  straining  your 
bacK  and  causing  an  injury  to  yourself  or  the  client.  There 

?f®  K*^^^**  strain  and  fatigue  and  that 

is  what  the  next  lesson  will  cover.  -'-xyuo  dna  tnat 
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LESSON  plan:  ..51 

COURSE  TITLE:      NURSE  ASSISTANT 


UNIT      VIII   ;       RESTORATIVE  NURSING 


ERLC 


OUTLINE:        (Key  Points) 

I.  Body  Mechanics  -  using  correct  movement  of  the  body  in 
performing  certain  functions  in  a  manner  that  does  not 
add  undue  strain 

II.    Importance  of  Body  Mechanics 

A.  Protects  you  from  injury  by  aligning  body  segments  to 
each  other:  by  standing  straight «  the  main  parts  of 
your  body  (head«  chest  and  pelvis)  are  properly 
aligned  one  over  thd  other  to  maintain  good  balance 

(CD-I) 

B.  Reduces  fatigue  to  prevent  strain  on  the  spine 

C.  Makes  the  spine  work  with  you  and  for  you  to  maximize 
body  strength 

D.  Hakes  lifting,  transferring,  and  moving  objects 

^**^cipr  to  m5'"*'T»^ze  fat\gue 

E.  Provides  balance  and  stability 

III.    Key  Points  in  Body  Mechanics  (HO  1) 

A.  When  moving  a  client,  be  sure  he/she  knows  when 
he/she  is  going  to  be  lifted,  hov  you  plan  to  do  it, 
and  where  you  are  going  to  lift  him/her  to.  Use 
verbal  cues. 

B.  Determine  what  has  to  be  done  and  if  you  will  need 
help.    Never  attempt  to  lift  alone  if  you  feel  that 
you  will  not  be  able  to  do  so  safely. 

C.  Place  feet  apart  (about  18  inches)  with  one  slightly 
ahead  of  the  other.    Feet  should  be  shoulder-width 
apart  to  give  you  a  broad  base  of  support. 

D.  Get  close  to  whatever  is  being  lifted,  instead  of 
reaching  for  it.    Move  in  and  hold  the  object  close 
to  your  body. 

E.  Keep  your  back    craight;  bend       the  hips  and  knees. 

(CD-2) 
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F. 


Straighten  your  legs  and  use  your  upper  arm  and 
muscles  to  lift. 


6.  Lift  smoothly  to  avoid  strain  produced  by  jerky 
movements.  Use  verbal  cues  to  signal  your  coworker 
when  it  is  time  to  lift;   .e.  count,   "one.  two.  three. 


H.  To  turn,  pivot  with  your  feet— never  twist  your  body. 

I.  Push.    pull,   slide  and  roll  whenever  possible,  rather 
than  lift. 

J.    Remind  coworkers  to  use  good  body  mechanics. 


Additional  Points 

A.  Always  look  for  any  obstacles  or  hazards  before  moving 
a  client.  ^ 

B.  When  an  action  requires  physical  effort,  try  to  use  as 
many  muscles  as  possible.  For  example,  use  both  hands 
rather  than  one  hand  to  pick  up  a  heavy  piece  of 
equipment. 

C.  When  you  lift  an  object  or  need  to  pick  something  up 
Off  the  floor,  squat  rather  than  bend  over.  This  will 
reduce  strain  on  the  spine. 


Summary  and  Conclusion 

A.  Body  Mechanics 

B.  Importance  of  body  mechanics 

C.  Key  points  in  body  mechanics 

D.  Additional  Points 

The  importance  of  understanding  and  using  proper  body 
mechanics  cannot  be  overemphasized.  Serious  injury  to 
either  uoth  the  nursing  assistant  and  client  can 
occur  as  a  result  of  improper  lifting/transfer 
techniques. 
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LESSON  PLAN:  52 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT  .  VJU  :       RESTORATIVE  NURSING:  

CLASSROOM  DISCUSSION 

1.  Nhat  is  good  posture? 

2.  What  muscle  groups  should  you  use  when  lifting? 

e.      How  can  you  signal  your  coworkers  that  you  are  ready  to 
nove  a  client? 


CLASSROOM,   LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Show  filmstrip  or  film 

2.  Have  students  lift  box  off  floor  using  proper  body 
mechanics. 
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LESSON  PLAN:  52 

COURSE  TITLP:       NURSE  ASSISTANT 


UNIT    VIII  :       RESTORATIVE  NURSING 

EVALUATION  ITEMS: 

1.    Define  body  mechanics. 


For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

  2»    Body  mechanics  protect  you  from  injury  and  reduce 

f  a*:igue. 


3.    Body  mechanics  provide  imbalance  and  instability. 


  4.    Your  feet  should  be  as  far  apart  as  possible  to  give 

you  a  broad  base  of  support. 

  5.    When  lifting  an  object/client  keep  your  back  flexed 

and  bend  using  your  back  muscles. 

  6.    To  turn,  pivot  with  your  feet,  never  twist  your  body. 


7.  Push.  pull,  or  slide  whenever  possible*  rather  than 
lift. 

8.  If  a  heavy  client  must  be  moved,  and  no  coworkers  are 
available  to  help,  go  ahead  and  try  to  lift  the  client 
by  yourself . 

9.  Always  count  or  signal  coworkers  when  it  is  time  to 
lift. 

10.    Inform  the  client  when,  how  and  where  you  are  going  to 
lift  him/her. 

11 «    Always  stand  12  inches  away  from  whatever  is  being 
lifted. 

,12.    When  picking  something  up  off  the  floor  bend  at  the 
waist  and  reach  over  to  pick  it  up. 

13.    Always  Iv-^ok  for  any  obstacles  or  hazard  before  moving 
a  client. 
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LESSON  PLAN:  .52_ 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  .  VIII    .:       RESTORATIVE  NURSING 


ANSWERS  TO  EVALUATION  ITEMS: 

1.    Body  mechanics  -  using  correct  movement  of  the  body  in 

performing  certain  functions  in  a  manner  that  does  not  add 
under  strain. 


2. 

T 

3. 

P 

4. 

F 

5. 

P 

6. 

T 

7. 

T 

8. 

F 

9. 

T 

10. 

T 

11. 

P 

12. 

P 

13. 

T 
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KEY  POINTS  IN  BODY  MECHANICS 


HO 


1.  When  you  are  lifting  a    client  be  sure 
that  the  client  knov;s  you  are  lifting, 
how  you  plan  to  lift,  and  where  you  are 
going  to  lift 
him/her  to. 


Size  up  the  lord  to  be  lifted. 
Do  not  attempt  to  lift  alone, 
if  you  have  any  doubt 
about  your  ability 
to  do  so. 


3.  Check  your  footing.  Your 
feet  should  be  shoulder 
width  apart  to  give  you  a 
broad  base  of  support  (good 
balance). 


5.  Get  yourself  ''lined  up/*  i.e.. 
keep  your  back  str'night  (put 
on  "high  midriff')  : 
bend  at  the  knees 
and  hips. 


4. 


Get  close  to  whatever 
is  being  lilted 
instead  of 
reaching  for  it. 
Move  in  and 
hold  it  close. 


6.  Straighten  your  legs 
to  lift. 
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Lift  smoothly  to  avoid  strain 
produced  by  jerky 
movements,  get  together 
(Ready  1.  2.  3>with  the 
person  helping  you. 


01) 


0.  Shift  the  position  of 
your  feet  to  turn; 
never  twist  your 
body. 


9.  Push  or  pull  an  object . 
(instead  of  lifting)  (p^ 
whenever  you  can.  S  ^ 
and  use  these  f 
same  rules.  It  is    /  V>>^^' 
safer  and  easier  / 
•that  way. 


10. 


Remind 
co-workers 
to  use  good 
Lody 

mechanics. 
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LESSON  PLAN:  53 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT      VIII   :       RESTORATIVE  NURSING 


SCOPE  OF  UNIT: 

This  unit  includes  information  to  prepare  the  nurse  assistant 
to  play  a  supportive  role  in  restorative  nursing.  Other 
lessons  are:    body  mechanics;  lifting  and  moving;  positioning; 
principles  of  transfer;  transfer  activities ;  ambulation;  and 
range  of  motion  exercises. 


INFORMATION  TOPIC:  OR  DEMONSTRATION:  VIII-53 

LIFTING  AND  MOVING  THE  CLIENT 
(Lesson  Title) 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Demonstrate  how  to  move  a  client  who  can  assist  to  the 
head  of  the  bed  according  to  the  steps  of  procedure. 

2.  Demonstrate  how  to  move  a  helpless  client  to  the  head 
of  the  bed  according  to  the  steps  of  procedure. 

3.  Demonstrate  how  to  move  a  client  to  one  side  of  the  bed 
according  to  the  steps  of  procedure. 


SUPPLEMENTARY  TEACHING/ LEARNING  ITEMS: 

1.  HO  1:    Moving  the  Client  in  Bed. 

2.  Trainex  Filmstrip  #375:     "Lifting  and  Moving  Patients'' 

3.  Bed  with  side  rails 


^  o 
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TEACHER  RESOURCES: 


INTRODUCTION: 

Clients  will  often  need  help  vhen  moving  in  the  bed.    You  must 
assess  your  clients  properly  to  determine  if  you  can  move 
h^m/her  by  yourself  or  if  you  will  need  help.    If  the  procedure 
require?  tr^c  persons  due  to  the  client  being  "dc/id  w^\ght»" 
very  heavy*  or  one  with  very  fragile  skin*  use  a  pull/lift 
sheet.    This  will  prevent  friction  and  irritation  to  the  skin. 
Keep  in  mind  the  principles  of  body  mechanics  anytiiie  you  are 
moving  the  client. 
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LESSON  PLAN:  ^5.3 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VIII   :       RESTORATIVE  NURSING 


STEPS  OP  PROCEDURE: 

Moving  Client  Who  Can  Assist  to  Head  of  Bed 
Steps  beginning  proceou^e 

1.  Wash  your  hands 

2.  Identify  and  greet  client.     Identify  self. 

3.  Explain  what  you  are  going  to  do. 

4.  Provide  privacy. 

5.  When  possible,  raise  bed  to  a  comfortable  working 
height;  lock  wheels  on  bed;  lower  backrest,  lower 
side  rail  on  side  dt  which  you  are  working. 

6.  If  the  client  has  any  tubing  coming  from  body  and 
it  is  pinned  to  the  bedding,  unfasten  it  so  that 
it  will  move  freely  with  the  client. 

Steps  of  procedure 

7.  Remove  pillow  and  move  it  to  headboard  to  client 
does  not  hit  his/her  head  when  moving  up. 

8.  Help  client  bend  his/her  knees  and  press  feet 
firmly  against  the  mattress. 

9.  If  client  is  able,  have  him/her  grasp  head  of 
bed,  otherwise  cross  h5.s/her  arms  over  chest. 

10.  Slide  one  arm  under  client's  shoulders  and  the 
other  under  the  ihighs. 

11.  Position  your  body  facing  toward  the  head  of  the 
bed  and  stand  with  your  feet  18  inches  apart,  one 
foot  slightly  ahead  of.  the  other. 

12.  On  the  count  of  three,  have  the  client  push  with 
his/her  feet  and  you  shift  your  weight  from  your 
back  leg  to  your  front  leg  as  you  slide  the 
client  up  in  the  bed. 

13.  Replace  pillows. 
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14.  Adjust  backrest  for  comfort. 
Steps  ending  procedure 

15.  Lower  bed  tw  a  position  of  safety;  raise  v^ide 
rails  where  ordered. 

16.  Make  the  client  comfortable;  place  call  signal 
within  reach;  fasten  tubing  if  unpinned  while 
moving  client:  adjust  bedding. 

17.  Wash  your  hands. 


Moving  Helpless  Client  to  Head  of  Bed 

1.    Ask  another  nurse  assistant  to  work  with  you. 

2-7         See  steps  1-6  of  moving  client  who  can  assist 
procedure. 

Steps  of  Procedure 

8.  Remove  pillow  and  move  it  to  headboard  so  client 
does  not  his  his/her  head  when  moving  up. 

9.  Each  nursing  assistant  shjuld  stand  on  one  side  of 
the  bed* 

10.  If  pull  sheet  is  not  in  place,  position  a  draw 
sheet/folded  regular  sheet  under  shoulders  and  hip 
area.    Roll  edges  of  sheet  toward  client's  body  on 
both  sides  and  grasp  rolled  sheet  with  your  hands 
at  the  client's  shoulders  and  at  the  mid-hip  area. 

NOTE:      If  pull  sheet  is  not  available,  each  NA 
should  grasp  under  the  client's  shoulder 
and  buttocks. 

11.  Your  feet  should  be  pointed  in  the  direction  you 
are  moving  the  client:  bend  knees,  keep  back 
straight. 

12.  On  the  count  of  three,  each  nursing  assistant 
lifts  the  client  up  off  the  surface  of  the  bed  and 
toward  the  head  of  the  bed  while  shifting  weight 
from  back  foot  to  front  foot. 

13 «    Replace  pillow. 

14.    Adjust  backrest  for  comfort. 


1^ 


806 


steps  ending  procedure 

15-17.    See    steps    15-17    of    moving    client    who  can 
assist  procedure. 

Moving  Client  to  One  side  of  the  Bed! 
Steps  beginning  procedure 

1-6         See  steps  1-6  of  moving  client  who  can  assist 
procedure. 

Steps,  of  procedure 

7.  Remove  pillow,  loosen  top  sheets,  but  don't  expose 
the  client. 

8.  Stand  on  the  side  of  the  bed  toward  which  you 
intend  to  move  client. 

9.  Slide  both  arms  under  the  client's  back  to  his/her 
far  shoulder,  then  slide  the  client's  shoulders 
toward  you  on  your  arms. 

10.  Slide  both  your  arms  as  far  as  you  can  under  the 
client's  buttocks  and  slide  his/h.r  buttocks 
toward  you.    Use  a  lift  sheet  whenever  possible. 

11.  Keep  your  Knees  bent  and  your  back  straight  as  you 
slide  the  client. 

12.  Place  both  your  arms  under  the  client's  feet  and 
slide  them  toward  you  on  your  arms. 

13.  Repace  pillows. 

14.  Adjust  backrest  for  comfort. 
Steps  ending  procedure 

15-17      See    steps    15-17    of    moving    client    who  can 
assist  procedure. 

SUMMARY  AND  CONCLUSION: 

1*     Ask  Classroom  Discussion  Items. 

2.      Review  steps  of  procedures. 
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LESSON  PLAN: 
COURSE  TITLE: 
UNIT  VIII 


53 

NURSE  ASSISTANT  

RESTORATIVE  NURSING: 


CLASSROOM  DISCUSSION 

1.  How  do  you  prepare  the  area  and  the  client  before  lifting 
the  client? 

2.  Nhat  body  mechanics  does  the  nursing  assistant  use? 

3.  If  the  client  can  assist*  how  do  you  instruct  him/her  to 
help? 

4.  Where  does  the  second  person  stand  when  two  persons  are 
lifting  a  helpless  client? 

5.  What  is  the  purpose  of  the  lift  sheet? 

6.  What  part  of  the  body  do  you  move  first*  when  moving  a 
client  to  the  side  of  the  bed? 

7       What  can  be  the  result  of  failing  to  synchronize  with 
verbal  cues  when  two  persons  are  working  together  in  a 
lifting  procedure? 


CLASSROOM.  LABORATORY*  OR  OTHER  ACTIVITIES: 

1.  Show  Filmstt  «>  or  Film 

2.  Instructor  demonstrates  how  to  move  a  client  up  in  the  bed 
and  how  to  move  a  client  from  one  side  of  the  bed  to  the 
other. 

3.  Students  practice  moving  another  student  up  in  bed  and 
moving  another  student  from  one  side  of  tbd  bed  to  the 
other. 
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LESSOM  PLAN:       .  53  . 

COURSE  TITLE:       WURSE  ASSISTANT  

UNIT  .VIII._.:     .  RESTpRAXIVE_NURg.ING 


EVALUATION  ITEMS: 


NAME  OF  STUDENT. 
LIFTING  AND  MOVING  THE  CLIENT 


EQUIPMENT 

1.    Bed  with  side  rails 


DID  THE  STUDENT 


MovinK  Client  Who  Can  Assist  to  Head  of  Bed 
A.    Steps  beginning  procedure 


i  YES  !     NO  ! 


B. 


I  • 

!  ! 

!  I 

!  ! 

!  ! 


1.    Wash  hands.  ^ 

1 

2.    Identify  and  greet  client.    Identify  self.  ! 

1 

3.    Explain  procedure  to  client.  ! 

4.    Provide  privacy.  ! 

! 

5.    Raise  bed  to  a  comfortable  working  height;  lock  wheels 
on  bed;  lower  backrest,  lower  side  rail  on  appropriate 
side. 

1  ' 

6.    If  the  client  has  any  tubing  coming  from  body  and  It 
Is  pinned  to  the  bedding,  unfasten  It  so  that  It  will 
move  freely  with  the  client. 

\ 

1 

!  ! 

!          !  ! 

Steps  of  procedure                                                             i         ^  ■ 

!         I  ! 

7.    Remove  pillow  and  move  it  to  headboard  so  client  does    !         !  ! 
not  hit  his/her  head  when  movin^i  up.                               !         !  ! 

!         !  S 
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!  YES  !     IIO  f 

8. 

Help  client  bend  his/her  knees  and  press  feet  firmly 
against  the  mattress. 

!         *  * 

xf  client  is  able,  have  him/her  grasp  head  of  bed, 
otherwise  cross  his/her  arms  over  chest. 

*       !  ! 

10. 

Slide  one  arm  under  client *s  shoulders  and  the  other 
under  the  thighs. 

t         •  { 
t         {  { 

11. 

Stand  facing  the  head  of  the  bed  with  feet  18  inches 
apart,  one  foot  slightly  ahead  of  the  other. 

t         1  J 

12. 

On  the  count  of  three,  have  the  client  pust^  with  feet 
as  nurse  assistant  shifts  weight  from  back  leg  to 
front  leg  and  slides  client  up  in  the  bed. 

\    !  ! 
!    !  i 

13. 

Replace  pillo%i8. 

i  i  i 

14. 

Adjust  backrest  for  comfort. 

!          !  ! 

C. 

Steps  ending  procedure 

15. 

Lower  bed  to  a  position  of  safety;  raise  side  rails 
irtiere  ordered. 

;    ;  ; 

16. 

Make  the  client  comfortable;  place  call  signal  within 
reach;  fasten  tubing  if  unpinned  while  moving  client; 
adjust  bedding. 

;    ;  ; 
\    \  \ 

17. 

Wash  hands. 

\    !  \ 

MovinK  Helpless  Client  to  Head  of  Bed 

\    !  1 

A. 

Steps  beginning  procedure 

1. 

Ask  for  assistance  from  another  nurse  assistant. 

2-7 

Complete  steps  1  through  6  of  moving  cli%nt 
Who  can  assist  procedure. 

t        )  t 

!          !  ! 
t          I  f 

*           t  ! 
.           •  • 
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B.    StmpB  of  Procedure 

8.    Remove  pillow  end  move  it  to  heedboerd  so  client 
does  not  hit  hie/her  head  When  moving  up. 


9.    Bach  nursing  assistant  should  stand  on  one  side  of 
the  bed. 


iO. 


If  pull  sheet  is  not  in  place,  position  a  draw  sheet/ 
folded  regular  sheet  under  shoulders  and  hip  area. 
Roll  eJges  of  sheet  toward  client's  body  on  both  sides 
«.iJ  grasp  lolled  sheet  with  hands  at  the  client's 
shoulders  and  at  the  mid-hip  area. 


11.    Point  feet  in  the  direction  in  which  client  is  to  be 
moved ^  bend  knees,  keep  back  straight. 


12.  On  the  count  of  three,  each  nursing  assistant  lifts 
the  client  up  off  the  surface  of  the  bed  and  toward 
the  head  of  the  bed  using  correct  body  mechanics. 


13.    Replace  pillow. 


14.    Adjust  backrest  for  comfort. 


C.  Steps  ending  procedure 

15-17.        Con9)lete  steps  15  through  17  of  moving  client 
who  can  assist  procedure. 


Movins  Client  to  One  Side  of  the  Bed 

A.    Steps  beginning  procedure 

1-6.  Conqplete  steps  1  through  6  of  moving  client  who 

can  assist  procedure. 


B.    ^teps  of  procedure 

7.    Remove  pillow,  loosen  top  sheets  without  exposing 
.ent. 


Stand  on  the  side  of  the  bed  toward  which  the  client 
is  to  be  moved. 

73^ 
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9.    Slid*  both  acM  undttr  th*  cllant't  back  to  hlt/har 
far  ahouldar,  than  allda  tha  ellant*a  ihouldar  In  tha 
dlractlon  of  tha  aova. 


10.    silda  both  arm*  ai  far  aa  poailbla  under  tha  cllant*a 
buttocka  In  tha  dlractlon  of  tha  mova.   Uia  a  lift 
ahaat  Whanavar  poiiitla. 


11.    Kaap  knaai  bant  and  back  itralsht  Whlla  alldlns  dlant. 


12.    Placa  both  arms  undar  tha  client**  faet  and  allde  iham 
In  tha  dlractlon  of  tha  nova. 


13.    Replace  pillow*. 


14.    Adjust  backrest  for  comfort. 


C.    Steps  ending  procedure. 

15-17.        Complete  step*  15  through  17  of  moving  client 
Who  can  a**l8t  procedure. 


The  student  has  8atl*factorlly  completed  the  procedure  "LIFTING  AND  MOVING  THE 
CLIENT"  according  to  the  *tep8  outlined. 


Instructor**  *lgnature 
(Verifying  Satisfactory  Completion) 


Data 
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MOVING  THE  CLIENT  IN  BED 


HO  1 


LESSON  plan:  _54 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VIII   :       RESTORATIVE  NURSING 


SCOPE  OP  UNIT: 

This  unit  includes  information  to  prepate  the  nurse  assistant 
to  play  a  supportive  role  in  restorative  nursing,  other 
lessons  are:    body  mechanics:  lifting  and  moving:  positioning: 
principles  of  transfer:  transfer  activities:  ambulation:  «nd 
range  of  motion  exercises. 


INFORMATION  TOPIC:  OR  DEMONSTRATION:  VIII-54 

TURNING  AND  POSITIONING  THE  CLIENT 
(Lesson  Title) 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Demonstrate  how  to  turn  the  client  in  bed  toward  the 
nurse  assistant  and  position  on  side  according  to  the 
steps  of  procedure. 

2.  Demonstrate  how  to  turn  the  client  in  bed  away  from  the 
nurse  assistant  and  position  on  side  according  to  the 
steps  of  procedure. 

3.  Demonstrate  how  to  properly  position  the  client  in  the 
prone  position. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  HO  1:    Turning  the  Client 

2.  HO  2:    Positioning  the  Client 

3.  Trainex  filmstrip  #398:     "Positioning  to  Prevent 
Complications " 

4.  Projector 

5.  Bed  with  side  rails 

6.  Two  pillows  -  additional  blankets/towels  as  needed 

7.  Handrail/wash  cloth 
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TEACHER  RESOURCES: 


INTRODUCTION: 

Proper  positioning  of  the  client  in  the  bed  is  necessary  to 
maintain  normal  body  function,  to  prevent  contractures,  to 
assure  comfort  and  to  prevent  pressure  on  one  area  of  the 
body.    Body  alignment  is  the  proper  relationship  of  body  parts 
to  each  other  when  positioning  him/her  to  see  if  the  body  is 
straight  and  looks  comfortable:  check  to  make  sure  no  bony 
areas  are  pressing/rubbing  on  the  mattress.    The  following 
procedures  will  assist  you  in  understanding  the  steps  to  take 
for  turning  a  client  on  his/her  side  and  to  the  prone  position 
(in  which  the  client  is  lying  on  his/her  abdomen).    This  latter 
position  will  extend  the  body  more  than  any  other  position. 
This  can  help  prevent  flexion  contractures  of  the  hip. 
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LESSON  PLAN:  54 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT      VIII  ;       RESTORATIVE  NURSING 


STEPS  OP  PROCEDURE: 

Turning  the  client  Tnuar^i  You  to  Side-Lvlna  Position 
Steps  beginning  procedure 

1.  Wash  your  hands 

2.  Identify  and  greet  client.    Identify  self. 

3.  Explain  what  you  are  going  to  dc. 

4.  Provide  privacy. 

5.  When  possible,  raise  bed  to  a  comfortable  working 
height;  lock  wheels  on  bed;  lower  backrest,  lower 
side  rail  on  side  at  which  you  are  working. 

6.  If  the  client  has  any  tubing  coming  from  body  and 
It  1-  pinned  to  the  bedding,  unfasten  it  so  that  it 
will  move  freely  with  the  client. 

Froceduru  turning  the  client  toward  vou 

7.  Loosen  the  top  sheets;  do  not  expose  the  client. 
Remove  pillow. 

8.  Check  to  see  that  the  client  has  ample  space  to 
turn  without  getting  too  close  to  the  edge  of  the 
bed;  if  not,  have  client  move  over  more  in  bed,  or 
you  move  the  client  to  the  side  of  the  bed  that 
he/she  is  not  turning  to. 

9.  Cross  the  leg  furthest  from  you  over  the  leg 
closest  to  you. 

10.  Cross  the  client's  arms  over  his/her  chest. 

11.  Reach   across   the   client   and  put   one  hand  behind 
his/her  far  shoulder. 

12.  Place    your    other    hand    behind    his/her    far  hip. 
gently  roll  him/her  toward  you. 

13.  Fold  a  pillow  lengthwise  and  place  it  against  the 
client's  back  for  support. 

S19 
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1«.    Support  thf  clitnt't  htad  with  the  pain  of  ont 

hand  irl  with  th«  oth«i  hand,  slid*  a  pillow  vndar 
hit/har  htad  and  ntek. 

15.  Petition  cliant't  knaat  slightly  flaxad.  uppai  lag 
mora  than  tha  lovat  lag.    Support  upper  lag  on 
pillow. 

16.  Support  uppar  arsi  on  pillow. 

17.  Placa  handrail  or  rolled  washcloth  in  hand  with 
thumb  in  opposition  to  fingara. 

Steca  gndlno  procedure 

18.  Make  tha  client  comfortable;  place  call  signal 
within  reach:  fasten  tubing  if  unpinned  while 
moving  client;  adjust  bedding. 

19.  Lower  bed  to  a  position  of  safety;  raise  side 
rails  where  ordered. 

20.  Wash  your  hands. 


Turning  the  Client  Avav  From  You  to  Side-Lvina  Position 
Steps  beoinnina  procedure 

1-6.       See  steps  1  through  6  of  turning  the  client 
toward  you  procedure. 

Procedure  for  turning  the  client  awav  from  vou 

7.  Loosen  the  top  sheets;  do  not  expose  the  client. 
Remove  the  pillow. 

8.  Check  to  fee  that  the  client  has  ample  space  to 
turn  without  getting  too  close  to  the  edge  of  the 
bad:  if  not,  have  client  move  over  more  in  bed,  or 
you  move  the  client  to  the  aide  of  the  bed  that 
ha/she  is  not  turning  to. 

9.  Croas  tha  client's  arms  over  his/her  chest. 

10.  When  turning  a  client  away  from  you,  croaa  tha  leg 
cloaaat  to  you  over  the  lag  farthest  from  you. 

11.  Placa  one  hand  on  tha  client 'a  ahoulder  near  you. 

12.  Put  your  other  hand  under  client's  buttocks,  turn 
him/her  gently  on  his/her  side,  facing  away  from 
you. 

7-iU 
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13.  Pold  a  pillow  lengthwise  and  place  it  against  the 
cl^jnt's  back  for  support. 

14.  Support  the  client ••  head  with  the  pain  of  one 
hand  and  with  the  other  hand,  slide  a  pillow  under 
his/her  head  and  nejk. 

15.  Keep  knees  slightly  flexed,  uppar  leg  more  than 
lower  leg;  support  upper  leg  on  pillow. 

16.  Support  upper  arm  on  pillow. 

17.  Place  handrail  or  tolled  washcloth  in  hand  with 
thumb  in  opposition  to  fingers. 

Steps  ending  procedure 

18-20.      See  steps  18-20  of  turning  the  client  toward 
/ou  procedure. 

Prone  Position 

Stsps  beginning  procedure 

1-6.       See  steps  ^  through  6  of  turning  the  client 
toward  ycu  procedure. 

Prpcedure_for  posijHpning  the  client  in  the  prone 
position   

7.  Loosen  top  sheets,  do  not  expose  client.  Remove 
pillows. 

8.  Move  client  to  side  of  bed  you  are  on. 

9.  Turn  to  side. 

10.  Cross  upper  leg  over  lower  leg. 

11.  Roll  client  ono  abdomen... 

12.  Place  small  firm  pillow/folded  blanket  under  the 
head. 

Ii2l£i.     Do  not  use  a  full  pillow  as  it  may  cause 
neck  strain  and  interfere  with  breathing. 

13.  Place  small  firm  pillow  under  one  shoulder. 

14.  Place  small  firm  pillow  under  abdomen  to  prevent 
pressure  on  breasts. 

lb.    Extend  fert  over  end  of  mattress  or  slightly 
elevate  feet  off  mattress  by  flexing  knees  and 
placing  pillow  under  lower  legs. 
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steps  ending  procedure 

16  •    See    stirps    18    through   20    of    turning    the  client 
tovu'rd  you  procedure. 

SUMMARY  AND  CONCLUSION: 

1.  Ask  classroom  discussion  items. 

2.  Reviev  steps  of  procedures. 


74J 


S22 


ERIC 


LESSON  PLAN: 
COURSE  TITLE: 
UNIT    VIII  : 


S4 

NURSE  ASSISTANT 
RFSTORATIVE  NURSING: 


CLASSROOM  DISCUSSION 

1.  What  can  you  use  if  you  have  only  two  pillows? 

2.  When  you  turn  a  client  to  his/her  side,  what  pacts  of  the 
body  will  need  support? 

3.  When  positioning  a  client  on  his/her  abdomen  (prone)  why 
wouldn't  you  use  a  full  pillow  under  his/her  head? 


CL/  *,SROOM.   LABORATORY,  OR  OTHER  ACTIVITIES: 

1.  Instructor  demonstrates  turning  and  positioning  client  on 
side . 

2.  Instructor  demonstrates  turning  and  Positioning  client  in 
the  prone  position. 

3.  Students  practice  turning  and  positioning  client  on  side 
and  prone  position. 

4.  Show  Filmstrip  or  Film. 


LESSON  PLAN: 
COURSE  TITLE: 
UNIT    VIII  ; 


54 

NURSE  ASSISTANT 
RESTORATIVE  NURSING 


EVALUATION  ITEMS:  NAME  OF  STUDENT  

TURNING  AND  POSITIONING  TK :  CLIENT  IN  BED 

EQUIPMENT 

1.  Sed  with  side  rails 

2.  Two  pillows  -  additional  blankets/tcvels  as  needed 

3.  Handrail/wash  cloth 


DID  THE  STUDENT 


YES 


NO 


Turnini__ the  Client  Toward  the  Nurse  Assistant  to  Side-LyinR 
Position 


A.    Steps  beginning  procedure 
1.     Wash  hands. 


i      Identify  and  greet  client.     Idrntify  self, 


3.     Explain  procedure  to  client. 


4.     Provide  privacy. 


5.    When  possible,  raise  bed  to  a  comfortable  working 

height;  lock  wheels  cn  bed;  lower  backrest,  lower  side 
rail  on  appropriate  side 


6.     If  the  client  has  any  tubing  coming  from  body  and  it 
is  pinned  to  the  bedding*,  unfasten  it  so  that  it  will 
move  freely  with  the  client. 


!    B.    Turning  the  client  toward . the  nurse  assistant 


7.     I.ooucfi  I  ho  lop  ahooli;  willioul  oxpoi;iti|:  llio  cHonl. 
Hemove  pillow. 


8.     Allow  the  client  ample  space  to  turn  without  getting 
too  close  to  the  edge  of  the  bed. 
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i  9. 

CroM  the  far  leg  over  the  near  leg. 

!  YES  ! 

!  • 

!  i 
»  I 

NO  ! 

!  10. 

CroBS  the  client't  arms  over  his/her  shoulder. 

•  a 

!  ! 
!  i 
!  f 

1  11. 

AVBcn  BcroBB  zm  cii6nc  sno  put  on6  nsnd  behind 
his/her  far  shoulder. 

!  ! 
I  ! 
!  ! 
!  ! 

t  12. 

r'l.mGm  u^nvL*  n«nii  peninQ  nis/nsr  rar  hipy  gently  roll 
him/her  toward  VA. 

!  ! 
!  ! 
!  ! 

i  ! 

!  13. 

r'old  a  pillow  lengthwise  and  place  it  against  the 
client's  back  For  fltJooof*i!^ 

!  ! 
t  t 

!  ! 
!  ! 

!  14. 

Support  the  client's  head  with  the  palm  of  one  hand 

and   With              n^hdll^  hflnrf      al4ilA    A          1  1                         e^  i  ^  _ 

wxwii        ownvE^  nanOf  siiQe  a  pillow  under  his/her 
head  and  neck. 

!          !  ! 

f  15. 

Position  client's  knees  slightly  flexed,  upper  leg 
more  than  thw  lower  leg.    Support  upper  leg  on  pillow. 

! 

!  ! 
[  t 

!  16. 

Support  upper  arm  on  pillow. 

1          !  ! 

1  17 

Place  handrail  or  rolled  washcloth  in  hjnd  with  thumb  ! 
in  opposition  to  fingers.  j 

!  ! 
!  ! 

!  1 

!    C.  Steps  ending  procedure  i 

1  le. 

Make  the  client  comfortable;  place  call  signal  within  ! 
reach;  fasten  tubing  if  unpinned  while  moving  client;  ! 
adjust  bedding.  i 

  t 

• 
! 
! 

!  19. 

Lower  bed  to  a  position  of  safety;  raise  side  rails  ! 
where  ordered.  1 

! 
; 

! 
! 

20. 

Wash  hands.  | 

• 

• 

! 
1 

74. 
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TurninK  the  Client  Away  rrom  the  Murse  Assistant  to  Sldc-LvinK 
Pogition 

A.    Steps  beginning  procedu!:e 

« 

1-6.         Complete  steps  1  through  6  of  turning  the  client 
towsrd  HA  procedure. 


B.    Turning  the  client  sway  from  the  nurse  assistant. 

7.    Loosen  the  top  sheets,  without  exposing  the  client. 
Bemove  the  pillow. 


8.    Allow  the  client  ample  space  to  turn  without  getting 
too  close  to  the  edge  of  the  bed. 


9. 

uE-ubo  tne  ciienw  s  arms  Over  nis/ner  chest*                     !          !  ! 

10. 

uL^ubs  uiie  near  leg  over  tne  lar  leg*                                    i           •  i 

11. 

Place  one  hand  on  the  client's  near  shoulder.                 !         f  f 

12. 

Put  ott  ^  hand  under  client's  buttocks,  turn  him/her      !         !  ! 
gently  c.i  his/her  side*  facing  away.                               |         |  t 
•  til 

T3. 

Fold  a  pillow  lengthwise  and  place  It  against  the          1         t  ! 
client's  back  for  support.                                               1         |  t 

14. 

Support  the  cllent*s  head  with  the  palm  of  one  hand       1         t  t 
and  with  the  other  hand,  slide  a  pillow  under  his/her    !         !  ! 
head  and  neck.                                                              1         |  t 

15. 

Keep  knees  slightly  flexed ,  upper  leg  more  than  lower    I         I  t 
leg;  support  upper  leg  on  pillow.                                 |         |  i 

16. 

Support  upper  arm  on  pillow.                                           1         |  | 

17. 

Place  handrail  or  rolled  washcloth  In  hand  with  thumb    !         1  t 
In  ^^posltlon  to  finf    *6«                                                   f          f  ! 

f 
f 
f 
f 
f 

I 

! 
f 
f 
f 
! 

f 
f 
f 


C.  Steps  endlns  procedure 

18-20.          Complete  steps  18  ihroufih  20  uf  Lunuag  the 
Client  towaru  NA  procetlurc. 


YKS 


Pronvi  Position  ~ 

A.    Steps  beginning  procedure 
1*6. 


B.    Positioning  the  client  in  the  prone  position 


8.    Move  client  to  side  of  bed  you  are 


on. 


9.     Turn  to  side. 


10.    Cross  upper  J  eg  over  lower  leg. 


11.     Roll  client  on  to  abdomoii . 


12.     Place  small  firm  pillow/folded  bl,„>kel  under 


tlic  head. 


13.     Place  small  finn  pillow  undct-  one  shoulder. 


14.     Place  small  firm  pUlow  under  abdom-.-n  to  prevent 
pressure  on  breasts.  «-vciii 


15.     Extend  feet  over  end  of  mattro^s  or  .lighMy  olcvalc 

undLio'w:"!:::^  ^^^'^^-^ ^lacU  piii:w 


C.     steps  ending  procedure 

tZJf '°  °f  ^""••"'i  the  client 
toward  NA  procedure. 


NO 


Initructor'i  ■ignatura 
(Verifying  Satiafectory  Completion) 


Date 
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TURNING  THE  CLIENT 


HO  1 


shoulders  and  hips,    Tuin  Toward  You 


With  far  bed  rail  up, 

with  your  hands  on  client's 

shoulders  .and  hips,   Turn  Away  from  You 
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POSITIONING  THE  CLIENT 


no 


Lateral  Position 


Prone  Position  -"^ 
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LESSON  PLAN:  ^ 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VIII  _:     JRESTORATIVE.  NURSING 


SCOP?  OF  UNIT: 

This  unit  includes  information  to  prepare  the  nurse  assistant 
to  play  a  supportive  role  in  restorative  nursing.  Other 
lessons  are:    body  mechanics;  lifting  and  moving;  positioning; 
principles  of  transfer;  transfer  activities;  ambulation;  and 
range  of  motion  exercises. 

INFORMATION  TOPIC:     VI 1 1 -55      OR  DEMONSTRATION: 

PRINCIPLES  OF  TRANSFERR  "IG  CLIENTS 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Describe  two  methods  of  active  assistive  transfer. 

2.  Identify  five  safety  measures  to  observe  when 
transferring  clients. 

3.  Recognize  three  pieces  of  equipment  used  for  transfer 
activities. 

4.  Identify  what  areas  of  the  body  must  be  checked  for 
proper  body  aligmaent. 

5.  Describe  the  method  of  properly  positioning  a  client  who 
slides  forward  in  the  chair. 

SUPPLEMENTARY  TEACHING/ LEARNING  ITEMS: 

1.  Trainex  filmstrip  #400:     "Transfer  Activities  and 
Ambulation" 

2.  Filmstrip  or  film. 

3 .  Projector 

4.  Chair,  wheelchair,  geri  chair,  or  commode 

5.  Transfer  belt 

6.  Hydraulic    lift,  if  available. 

7.  Sliding  board,  if  available. 

8«    Arm  sling,  if  availabla. 
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TEACHER  RESOURCES: 


INTRODUCTION: 

Clients  in  long-term  care  fac'lltiee  or  at  home  should  be  kept 
out  of  bed  ae  much  as  their  physical  condition  allows.  Getting 
the  client  up  and  into  a  chair  can  prevent  complications 
associated  with  being  immobilized.    If  the  client  cannot  walk« 
one  way  to  make  the  client  mobile  and  get  him/her  out  of 
his/her  room  is  to  put  the  client  in  a  wheelchair  or  geri 
chair.    Many  of  the  clients  will  be  dependent  upon  your  help  to 
do  ^his.    It  is  necessary  for  you  to  understand  seme  of  the 
basic  principles  of  transfer  to  accomplish  this  ia  a  safe, 
efficient  manner. 
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LESSON  PLAN: 


55 


COURSE  TITLE: 


NURSE  ASSISTANT 


UNIT  VIII 


RESTORATIVE  NURSING 


OUTLINE  (Key  Points) 


I.  Methods  of  Transfer 


(CD-I) 


A. 
B. 
C. 

D. 
E. 


Active  assistive  -  client  needs  assistance  in  moving 
from  place  to  place. 

1.  Sitting    transfers    -    client    remains    in  sitting 
position  when  transferred. 

2.  Standing  transfers   -   client   stands  and  pivots  or 
takes  steps  to  transfer. 

a.  Chair  to  bed;  bed  to  chair 

b.  Chai.  tu  ambulation  device 

3.  Lying  transfer 

a.    Bed  to  stretcher;  stretcher  to  bed 
b  Lny  a  hydijulic  lie:. 

Passive  -  client  does  not  assist  with  transfer, 
ety  measures 

When  transferring  clients  who  have  a  weak  side, 
position  the  chair  on  his/her  strong  side. 

For  a  weak  client,  you  need  to  have  control  of  the 
shoulders  and  hips  during  transfer 

Do  not  attempt  to  transfer  a  client  who  cannot  bear 
any  of  his/her  own  body  weight  by  yourself.  Determine 
beforehand  how  many  people  will  be  needed  for  the 
transfer;  do  not  interrupt  the  procedure  to  go  get 
more  help. 

All  wheelchairs  or  geri  chairs  should  have  locks  which 
are  locked  during  transfer;  a  slight  movement  of  the 
wheelchair  could  cause  a  fall. 

Foot  rests  should  be  up  and  out  of  the  way  during 
transfer  to  prevent  the  client  from  tripping  or 
stepping  on  ti.e  lebts  and  allxng. 
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P*    Have  all  equipment  handy  and  checked  for  safety  before 
beginning  procedures. 

G.  Give  the  client  thorough  explanations  of  how  he/she  is 
to  assist.    Give  client  encouragement  and  praise  when 
he/she  assists  with  the  transfer. 

H.  Client's  feet  should  be  flat  on  the  floor 
approximately  12  inches  apart. 

I.  Practice  good  body  mechanics. 

III.  Equipment  for  Transfer  Activities 

A.  Sliding  Board  (CD-2) 

1.  A  smooth,  varnished  or  vinyl  board  with  tapered 
edges  about  one  foot  vide  and  two  feet  long. 

2.  One  end  is  tucked  in  place  under  the  client  and 
the  other  end  is  put  on  the  chair  or  bed. 

3.  The  client's  body  slides  across  the  board. 
Dusting  the  board  with  talcum  powder  or  cornstarch 
facilitates  sliding. 

4.  The  client  may  use  a  trapeze  bar  to  place  his/her 
hands  to  help  him/her  lift  and  move. 

5.  The  board  is  helpful  for  a  weak  or  paralyzed 
client  who  cannot  stand  up  veil  enough  to  transfer 
to  a  chair. 

6.  The  client  must  be  moving  to  another  surface  of 
equal  or  lover  height. 

B.  Transfer  belt  (CD-3) 

1.  A  special  belt  vhich  is  placed  around  the  client's 
vaist  and  provides  the  nurse  assistant  vith  a 
handle  to  hold  on  to  vhen  moving  the  clier' 

2.  It  enhances  both  the  safety  and  comfort  of  the 
transfer  procedure;  prevents  Injury  to  client 
vhich  could  be  caused  by  pulling  on  arms. 

3.  Useful  for  ambulating  clients — increases  safety. 

4.  Apply  the  belt  snugly  but  not  so  tight  that  it 
causes  discomfort  or  impairs  the  client's  ability 
to  breathe. 
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C.  Hydraulic  lift 

1.  A  device  used   to   lift  and   move  clients  T»ho  ace 
unable  to  do  so  on  theic  own. 

2.  Tvo  people  ace  needed  to  use  such  a  device  safely. 

3.  A  lift  has  the  following  pacts: 

a.  A  sling  in  which  the  client  sits 

b.  An  acm  and  fcame  that  suppocts  the  sling 

c.  A  crank  oc  lever  that  raises  or  lowers  the  arm 
of  the  frame. 

D.  Sling 

1.  A  cloth  device  to  cradle  an  arm  or  hand  that  may 
be  injured  or  pacalzed 

2.  Suppocting  the  pacalyzed  extcemity  in  a  sling 
makes  it  easiec  foe  the  client  to  balance  in 
tcansfec  and  ambulation  activities. 


Positioning  the  Client  in  a  Chaic 

A  The  wAight  of  the  client  shouirf  be  supporteri  by  the 
upper  ieyb  ana  buttocks  when  sitting  in  a  chaic, 
wheelchair  oc  geci  chaic. 

B.    Check  foe  pcopec  body  alignment 

1.  Head  should  be  eiect;  contcol  of  head  is  necessacy 
to  maintain  an  upcight  position. 

2.  Acms  suppocted  with  pillows. 

3.  Back  should  be  stcaight  against  the  back  of  the 
chaic;  place  a  small  pillow  at  the  lowec  back  foe 
comfoct  and  suppoct  if  client^s  sitting  balance  is 
good. 

4.  Hips  and  buttocks  should  be  against  the  back  of 
the  chaic. 

5.  The  backs  of  the  knees  should  be  fcee  of  pressuce 
fcom  the  edge  of  the  chair;  thece  should  be  coora 
foe  two  or  thcee  f ingecs  between  the  bach  of  the 
knees  and  the  feont  of  the  chaic. 

^.  Feet  should  be  posjt^ioned  :  at  on  the  foot-*9sts  or 
the  flooc;  should  not  be  left  to  dangle. 
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C.  Positior  Jtill  needs  to  be  changed  every  two  hours  and 
the  client  uxeccised;  it  possible,  client  should  stand 
and  walk  at  two-houc  intervals.  (CD-4) 

D.  Have  the  client  shift  his/her  weight  from  one  side  of 
the  buttocks  to  the  othee  by  leaning  to  the  right  side 
and  then  to  the  left  side  every  30  minutes. 

E.  For  the  client  who  slides  forward  in  the  chair:  (CD-5) 
X..    Apply  transfer  belt. 

2.    Stand  behind  the  chair  jnd  put  your  arms  under  < 
client's  upper  arms  and  grasp  the  client's  wrists 
in  front  of  the  client's  chest  (his/hei  arms 
should  be  folded  in  front  of  his/her  cnest).  On 
the  count  of  three  you  pull  the  client  up  and  back 
iro  the  chair.    If  the  client  can  help,  have 
him/her  push  with  his/her  feet  on  foctreets. 


SUMMkilY  AND  CONCLUSION: 
A.  Methods  of  transfer 
6.    Safety  measures 

C.  Equipment  for  transfer  activities 

D.  Positioning  the  client  in  chair 

ALoost  all  of  the  clients  you  will  be  taking  care  of  will 
need  to  get  out  of  bed  at  least  once  a  day.    You  must  plan 
ahead  and  think  through  the  steps  before  you  start.  It 
can  be  very  frightening  for  ijoine  clients  who  do  not  get 
out  of  bed  very  often.    He/she  may  be  scared  that  you  will 
('rop  them  or  that  he/she  will  fall.    Take  your  time  and 
encour2ge  the  client  to  help  as  much  as  possible. 
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LESSON  PLAN:  55 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT    VIT.i     :       RESTORATIVE  NURSING: 


CLASSROOM  DISCUSSION 

1.  What  is  the  difference  between  an  active  asiistive 
tctnsfoc  and  a  passive  transfer? 

2.  What  type  of  client  may  use  a  sliding  board?    Would  the 
client  have  to  have  good  muscle  strength  of  the  upper 
extremities? 

3.  Where  is  the  transfer  belt  placed  on  the  client? 

4.  Ho-.*  often  do  you  think  a  client  In  a  chair  should  i^ave 
his/her  position  changed? 

5.  A  client  calls  you  and  states  that  he  needs  to  go  to  the 
bathroom  immediately,  you  have  never  lifted  this  man 
before  by  yourself,  there  have  always -been  two  people.  He 
tells  you  he  will  help,  he  needs  to  go  right  now  or  else 
he  will  be  incontinent.    What  will  you  do? 


CLASSROOM,  LABORATORY,  OR  OTHER  ACTIVITIES: 

1.  Show  filmstrip  or  film. 

2.  Show  students  equipment  used  for  transfers. 


7  ^ 
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LESSON  PLANS  5S 

COURSE  TITLE:      NURSE  ASSISTANT  

tINIT    VIII     !      RESTORATIVE  NURSING  

EVALUATION  ITEMS: 

1.    Describe  two  methods  of  active  assistive  transfer, 
a. 

b. 


For  each  of  the  following,  write  "T"  if  the  statenent  is  true* 
or  "F"  if  U  is  false. 

  2.       Wheelchairs  or  geri  chairs  should  have  locks  which 

are  locked  during  the  transfer. 

  3«       The    client   who    can   only   give   minimal  assistance 

should  not  be  given  explanations  since  he/she  will 
noL       helpiay  anyway. 

  4.        If  you  are  a  strong  person,  you  should  be  able  to 

transfer  any  client,  even  one  who  cannot  bear  any 
of  his/her  own  body  weight. 

 5.       The   position  of   the  footrests   is   not  significant 

w^en  transferring  clients. 

  6.       Have    all    equipment    handy    before    beginning  the 

procedure  and  check  it  for  safety. 

7.    Which    of    the    following    equipment    cannot    bri    used  for 
transfer?    (Circle  the  letter  of  the  correct  answer.) 

a.  Transfer  belt 

b.  Hydraulic  lift 

c.  Sliding  board 

d.  Footboard 
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Which  of  the  following  areas  of  the  body  should  be  checked 
for  proper  body  alignment  when  the  client  is  positioned  in 
a  chair?    (Circle  the  letter  of  the  correct  answer.) 

a.  Head 

b.  Hips  and  buttocks 

c.  Feet 


d.    All  of  the  above 

You  are  caring  for  a  client,  she  is  sitting  in  a  chair  but 
has  slid  forward  and  is  out  of  body  alignment  and  appears 
to  be  uncomfortable.    How  will  you  reposition  her? 
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LESSON  PLAN:  55 


COURSE  TITLE:       NURSE  ASSISTANT 
UNIT    VIII     :       RESTORATIVE  NURSING 


ANSWERS  TO  EVALUATION  ITEMS: 

1.  The  student  may  list  any  two  of  the  lollowing: 

a.  Sitting  transfer  -  client  remains  in  sitting  position 
when  transferred 

b.  Standing  transfer  -  client  stands  and  pivots  or  takes 
steps  to  transfer 

1.  Chair  to  bed;  bed  to  chair 

2.  Chair  to  ambulation  d«»vice 

c.  Lying  transfer 

1.  Bed  to  stretcher;  stretcher  to  bed 

2.  Using  a    hydraulic  lift 

2.  T 

3.  F 

4.  F 

5.  F 

6.  T 

7.  d 

8.  d 

9.  Apply  transfer  belt.    Stand  behind  chair  and  put  arms  under 
client's  upper  arms  and  grasp  the  client's  wrists  in  front 
of  the  client's  chest  (her  a.rir&s  should  be  folded  in  front 
of  her  che3t).    On  the  count  of  three  pull  the  cliert  up 
and  bade  ir«to  the  chair.     If  the  client  can  help,  have  her 
push  with  her  feet  on  the  footrests. 
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LESSON  PLAN:  56 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT      VIII  ;       RESTORATIVE  NURSING 


SCOPE  OF  UNIT: 

This  unit  includes  information  to  prepare  the  nurse  assistant 
to  play  a  supportive  role  in  restorative  nursing.  other 
lessons  are:  body  mechanics;  lifting  and  moving;  positioning; 
principles  of  transfer;  transfer  activities;  ambulation;  and 
range  of  motion  exercises. 


INFORMATION  TOPIC;  OR  DEMONSTRATION:  VIII-56 

TRANSFER  ACTIVITIES 
(Lesson  Title) 


LESSON  OBJECTIVES       THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Demonstrate  how  to  transfer  a  client  from  the  bed  to 
chair  according  to  the  steps  of  procedure. 

2.  Demonstrate  how  to  transfer  a  client  from  chair  to  bed 

according  to  the  steps  of  procedure. 

3.  Demonstrate  how  to  use  a  hydraulic  lift  to  transfer  a 
client  according  to  the  steps  of  procedure. 


SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  Bed 

2.  Chair 

3.  Hydraulic  lift 
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TEACHES  BESOURCES: 


INTRODUCTION: 

You  should  now  havo  m  cloac  undoistanding  of  the  inportaneo  of 
gotting  a  cliant  up  and  out  of  tha  bad.    You  nuat  laarn  to  do 
thia  in  a  way  that  ia  aafa  and  doaa  not  cauaa  diacomfoit  to  tha 
cliant.    It  will  ba  an  activity  thaf  you  will  aaaiat  tha  cliant 
with  nahy  tiaaa  during~your  ahift.     Tha  following  piocaducj 
will  piovida  you  with  tha  atapa  to  taka  to  tranaf at  a  cliant 
properly. 
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LESSON  PLAN:  56 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VIII  :       RESTORATIVE  NURSING 


STEPS  OF  procedure: 

Transfer  From  Bed  to  Chair  with  Client  Assistance 
Steps  beginning  procedure 

1.  Wash  your  hands 

2.  Assemble  necessary  equipment. 

3.  Identify  and  greet  client.    Identify  self. 

4.  Explain  what  yon  are  going  to  do. 

5.  Provide  privacy. 

6.  When  possible*   . ijust  bed  height  to  low  position. 
Lock  brakes  of  bed. 

Procedure  for  bed  to  chair  transfer  with  client 
assistance 

7.  May  raise  head  of  bed  to  bring  client  to  sitting 
position. 

8.  Assist  client  to  move  over  in  bed  to  within  five 
or  six  inches  of  the  edge  of  the  bed. 

9.  Position  nurse  assistant's  body  facing  foot  of  bed. 

10.  Put  one  forearm  under  client's  shoulders  and  the 
other  behind  the  knees. 

11.  Bend  your  knees:  keep  back  straight  and  stand  with 
feet  apart  about  18  inches. 

12.  Straighten  your  hips  and  knees,  while  shifting 
weight  from  front  foot  to  back  foot.  At  the  same 
tl«ne«  lift  client's  head-neck  with  one  arm  while 
pulling  the  legs  over  s^le  of  bed  with  other  arm. 

13.  Allow  the  client  time  for  his/her  circulation  to 
adjust  to  being  in  a  sitting  position  before  you 
proceed. 

14.  Assist  in  putting  on  socks  and  nonskid  shoes: 
apply  transfer  belt. 
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15.  Position  wheelchair  or  q^ti  chair  or  commode  on 
strong  side  if  indicated,  if  not.  position  chair 
as  desired. 

16.  Place  chair  parallel  to  or  at  a  45o  angle  to  the 
bed. 

17.  Lock  the  vheelfi  of  the  chair. 

18.  Cov^r  wheelchair  or  geri  chair  with  bath  blanket 
and/or  protective  pad.    Eaise  footrests  and  remove 
if  possible.    If  possible,  remove  the  arm  rest  oo 
the  side  next  to  the  bed. 

19.  Place  hands  underneath  belt  ilong  the  client's 
side  with  palms  up;  if  a  belt  is  not  available 
place  your  arms  under  client's  armpits. 

20.  Instruct  client  to  stand  on  the  count  of  three. 

21     Assist  client  to  stano  and  sv7port  the  weak  leg 
with  your  knee  if  indicated. 

22.  Instruct  client  to  reach  with  his/her  strong  hand 
and  grasp  for  the  far  armrest  of  the  chair. 

23.  Assist  the  client  to  pivot  toward  the  strong  leg 
by  turning  your  own  body.    Do  not  twist—turn  your 
body  as  a  unit. 

?A.    Gently  assist  client  to  sit  by  bending  your  knees 
and  keep  back  straight. 

Steps  ending  procedure 

25.  Position  the  weak  arm  and  leg  properly  on  the 
armrest  and  footrest.    A  pillow  may  be  used  to 
support  the  weak  arm. 

26.  Secure  a  restraint  to  the  chair  if  ordered  by  the 
physician  and  if  necessary  for  client's  safety. 

27.  Nash  your  hands. 

Transfer  Helpless  Client  From  Bed  to  Chair 
Steps  beoinnina  procedure 

l-*6.       If    client  is  totally  helpless,  get  someone  to 
help  you.    See  steps  1  through  6  of  transfer 
from  bed  to  chair  with  client  assistance 
procedure. 
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Ptocedure  for  bed  to  chair  transfer  of  helplesa  ffiiant 


7.  May  raise  head  of  bed  to  bring  client  to  sitting 
position. 

8.  Assist  client  to  move  over  in  bed  to  within  five 
or  six  inches  of  the  edge  of  the  bed. 

9.  Assist    in    putting    on    socks    and    nonskid  shoes, 
apply  transfer  belt. 

10.  Position  wheelchair  or  geri  chair  or  commodb  on 
client's  strong  side  if  indicated.  if  not. 
position  chair  as  desired. 

11.  Place  chaii;  par;»llel  to  or  at  a  45  degrees  F. 
angle  to  the  bed. 

12.  Lock  the  wheels  cf  the  chair. 

13.  Cover  wheelchair  or  geri  chair  with  bath  blanket 
and/or  protective  pad.  Raise  footrests  and  remove 
If  possible.  If  possible,  remove  the  armrest  on 
the  side  next  tc  the  bed. 

14.  Position  your  body  so  you  are  facing  the  foot  of 
the  bed. 

15.  Put  one  forearm  under  client's  shoulders  and  the 

othex:  behind  the  knees. 

16.  Bend  your  knees:  keep  back  straight  and  stand  with 
feet  apart  about  18  inches. 

17.  Straighten  your  hips  and  knees,  while  shifting 
weight  from  front  foot  to  back  foot.  At  the  same 
time,  lift  client's  head-neck  with  one  arm  while 
pulling  the  legs  over  side  of  bed  with  other  arm. 

18.  Allow  the  client  time  for  his/her  circulation  to 
adjust  to  being  in  a  sitting  position  before  you 
proceed. 

19.  Stsnd  directly  in  front  of  the  client,  grasp  the 
back  of  the  belt.  If  a  belt  is  not  available, 
place  your  arms  under  the  client's  armpitt . 

20.  Support  the  client's  knees  and  feet  with  your 
knees  and  feet,  either  knee-to-knee  or  your  knees 
on  the  sides  of  the  client's  knees,  whatever  is 
comfortable  for  you  and  the  client. 
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21.  Have  the  client  lean  forward  while  sitting  on  the 
edge  of  the  bed. 

22.  On  the  count  of  three  have  the  ;:lient  push  up  as 
much  as  possible  while  yon  pull  him/her  up  by 
straightening  your  legs  and  hips  and  holding  onto 
the  belt  or  under  arms  of  client. 

23.  Pivot  your  entire  body  as  well  as  the  client's. 

24.  Lower  the  client  into  the  chair  by  bending  at  your' 
knees    and    hips    as  the    client    sits    down;  if 
possible,    the   client  can    grasp    the    arm   of  the 
chair  to  help  support  his/her  weight  while  sitting 
down. 


Steps  ending  procedure 

25.  Adjust  footrest  for  client;  cover  with  a  lap  robe. 

26.  Position     pillow(s)      to      provide      proper  body 
alignment  and  joint  support. 

27.  Make    the    client    comfortable;    place    call  signal 
within  reach. 

28.  Wash  your  hands. 

Usjng  a  Hydraulic  Lift 

Steps  beginning  procedure 

1-6.        See  steps  i  through  6  of  transfer  from  bed  to 
chair  with  client  assistance  procedure. 

NOTE:  This  procedure  will  always  require  two 
persons  to  accomplish  the  transfer 
safely. 

Steps  for  using  the  hydraulic  lift 

7.  Position  chair  next  to  bed  with  the  back  of  chair 
in  line  with  the  he&dboard  of  the  bed. 

8.  By  turning  the  client  from  side  to  side  on  the 
bed,  slide  the  sling  under  the  -"lient. 

H02E:  Make  sure  the  top  of  the  sling  is  at  the 
cregt  of  the  shoulders  and  the  bottom  is 
above  the  tend  of  the  knees. 

9.  Wheel  the  lift  into  place  over  the  client  with  the 
bas.  beneath  the  L>ed  and  be  sure  to  lock  the 
wheels  of  the  lift. 
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10.  Attach  the  sling  to  che  hydraulic  li^t  with  the 
hooks  in  place  under  the  metal  frame. 

NOTE:      Be   sure    to   apply   hooks   with   open,  sharp 
ends  away  from  the  client. 

11.  Have  the  client  fold  both  arms  across  chest,  if 
possible. 

12.  Using  the  crank.  lift  the  client  until  the 
buttocks  are  clear  of  the  bed.  Make  sure  the 
Client  is  aligned  in  the  sling  and  is  securely 
suspended  in  a  sitting  position  with  legs  dangling 
over  the  bottom  of  the  sling. 

13.  One  of  the  nurse  assistants  should  guide  the 
client's  legs  over  the  edge  of  the  bed;  release 
brakes  on  hydraulic  lift. 

14.  Move  the  lift  away  from  the  bed.  turn  the  client 
so  that  he/she  faces  you  while  the  other  nurse 
assistant  guides  the  client ' s  body  toward  the 
chair  by  standing  behind  the  client. 

15.  Open  the  support  legs  of  tb«  lift  with  the  control 
lever  then  bring  the  lift  into  position  so  that 
the  client  is  over  the  seat  of  the  chair. 

16.  Release  the  control  knob  slowly  so  that  the  clierc 
will  gradually  be  lowered  into  chair  but  not  be 
pulled  backwards . 

17.  Remove  the  hooks  from  the  frame  of  the  lift. 


Steps  ending  procedure 
13.     Cover  client  with  lap  robe 

19.  Secure     the     client     to     the     chair     with  safety 
restraint  if  ordered  and  necessary. 

20.  Make    the    client    comfortable;    place    call  signal 
within  reach. 


21.  Wash  your  hands. 

22.  Store   li  c  properly  until  time  to  transfer  client 
again. 


SUMMARY  AND  CONS LUS ION: 

1.  Ask  classroom  discussion  items. 

2.  Review  steps  of  procedures. 
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LESSON  PLAN:  56 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT    VIII     ;       RESTORATIVE  NURSING: 


CLASSROOM  DISCUSSION 

1.  If  the  client  has  a  weak  side,  where  should  you  position 
the  wheelchair  or  geri  chair? 

2.  What  safety  precautions  must  you  take  vhen  transferring  a 
client  from  chair  to  bed? 

3,.     Why  is   it  necessary  to  allow  the  client  to  sit  a  minute 
after  changing  his/her  position  from  supine  to  sitting? 

4.      In  which  direction  should  the  hooks  of  the  hydraulic  lift 
that  fit  into  the  sling  be  turned? 


CLASSROOM.  LABORATORY,  OR  OTHER  ACTIVITIES: 

1.  Instructor  demonstrates  how  to  transfer  a  client  from  bed 
to  chair  and  chair  to  bed,  and  the  use  of  the  hydraulic 
lift. 

2.  Students  practice  transferring  each  other  from  bed  to 
chair  and  chair  to  bed.  Also  use  hydraulic  lifting  device 
if  available. 
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LESSON  PLAN:  56 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT    VIII     :       RESTORATIVE  NURSING 


EVALUATION  ITEMS:  NAME  OF  STUDENT 


TRANSFER  ACTIVITIES 

EQUIPMENT 

1.  Bed 

2.  Chaic 

3.  Hydraulic  Lift 


! 

DID 

THE 

STUDENT 

!  YES 

1 

NO  ! 

! 
! 

Transfer 

From  Bed  to  Chair  with  Client  Assistance 

! 

1 
• 

! 
f 

i 

! 

! 
t 
• 
t 

A. 

Steps  beginning  procedura 
1.    Wash  hands. 

f 

• 
! 

! 
1 

f 
f 
! 
! 

; 

! 
! 
! 
f 
• 

2. 

Assemble  necessary  equipment. 

1 

• 

f 

I 
f 

I 

! 

3. 

Identify  and  f^reet  client.     Identify  self. 

4. 

Explain  procedure  to  client. 

f 
• 

f 
» 

! 
» 

5. 

Provide  privacy. 

• 

I 
1 

t 

• 

! 
t 

t 

• 

9 

6. 

Vlhen  possible,  adjust  bed  height  to  low  position. 
Lock  brakes  of  bed. 

! 
f 
! 

t 

• 

! 
! 

9 
• 

! 
! 

B. 

Procedure  for  bed  to  chair  transfer  with  client 

assistance. 

! 
! 
f 

! 
! 

?• 

May  raise  head  of  bed  to  bring  client  to  sitting 
position. 

f 
! 
! 

8. 

Assist  client  to  move  over  in  bed  to  within 
six  inches  of  the  edge  of  the  bed. 

five  or 

! 
• 

• 
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•         '                                                                                                       !  YES  !    NO  ! 

!  9. 

Position  SA*t  body  facing  foot  of  bed.                          !         !  ! 

!  10. 

Put  ont  forMrm  und«r  clitnt*8  shoulders  and  the  other  !         !  ! 

^ 

behind  the  knees.                                                       '         '  ' 

Bend  knees;  keep  beck  straight  and  stand  with  feet        !         i  ' 

apart  about  18  inches.                                                i         '  ^ 

f  12. 

!         !  ! 

Straighten  hips  and  knees,  While  shitting  weight           !         !  < 

from  front  foot  to  back  foot.    At  the  same  time,           !         ^  ' 

lift  client's  head-neck  with  one  arm  While  pulling        !         !  ! 

J 

the  legs  over  side  of  bed  with  other  arm.                     i         i  ' 
 \  !  !^ 

!  13. 

Allow  the  client  time  for  his/her  circulation  to           !         !  f 

adjust  to  being  in  a  sitting  position  before                 !         !  < 

t 

proceeding  with  transfer.                                            i         i  ' 

 —  J— ^  j  \ 

[   

!  14. 

Assist  in  putting  on  socks  and  nonskid  shoes;                !         <  ' 

apply  transfer  belt.                                                   '         '  ' 

}   

f  15. 

 !  !  T 

Position  Wheelchair  or  gerl  chair  or  commode  on            i         !  ! 

client's  stn  ig  side  if  indicated,  if  not,    position     !         !  i 

chair  as  desired.                                                       '         '  ' 

!  16. 

Place  chair  parallel  to  or  at  a  45  degree  F.  angle        1         !  j 

t   

to  the  bed.                                                                '  • 

!  17. 

 i  !  i 

Lock  the  wheels  of  the  chair.                                      >        '  | 

!  18. 

!         t  ! 

Cover  Wheel  chair  or  geri  chair  with  bath  blankef:         !         t  i 

and/or  protective  pad.    Raise  footrests  an<!  remove        f         !  ' 

if  possible.    If  possible,  remove  the  armrest  on  the     !         !  ' 

side  next  to  the  bed*                                                  <        '  ' 

!  19. 

Place  hands  underneath  belt  along  the  client's              !         !  < 

side  with  palms  up;  if  a  belt  is  not  available  place     !         !  S 

arms  under  client's  armpits*                                        i         '  ' 

!  20. 

Instruct  client  to  stand  on  the  count  of  three.             !         !  I 
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!  YES  !  NO 


21.    Assist  client  to  stand  and  support  the  week  li.^ 
with  knee  if  indicated. 


22.  Instruct  client  to  reach  with  his/her  strong  hand  and 
grasp  for  the  far  armrest  of  the  chair. 

23.  Assist  the  client  to  pivot  toward  the  strong  leg. 


24.    Gently  assist  client  to  sit  by  bending  knees  end 
keeping  back  straight. 


C.  Steps  ending  procedure 

25.    Position  the  weak  arm  and  leg  properly  on  the  armrest 
and  footrest.    A  pillow  may  be  used  to  support  the 
weak  arm. 


26.    Secure  a  restraint  to  the  chair  if  ordered  by  the 
doctor  and  if  necessary  for  client*s  safety. 


27.    Wash  hands. 


Transfer  Helpless  Client  From  Bed  to  Chair 
A.    Steps  beginning  procedu^  e 
1-6. 


Complete  steps  1  throvgh  6  of  transfer  from 
ted  to  chair  with  client  assistance  procedure. 


B.    Procedure  f^r  bed  to  chair  transfer  of  helpless  client 
7.    May  raise  head  of  bed  to  bring  to  sitting  position. 


8.    Assist  client  to  move  over  in  bed  to  within  five  or 
six  inches  of  the  edge  of  the  bed. 


9.    Assist  in  putting  on  socks  and  nonskid  shoes; 
apply  transfer  belt. 


10.    Position  whe^^lchair  or  gari  chair  or  commode  on 

client* s  strong  side  if  indicated,  ii  not,  position 
chair  as  desired. 
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11.    Place  chair  parallel  to  or  at  a  45  degree  angle  to  the 
bed. 


YES 


12.    Lock  the  wheels  of  the  chair. 


13. 


Cover  wheelchair  or  geri  chair  with  bath  blanket 
and/or  protective  pad.    Raise  footrests  and  remove 
if  possible.    If  possible  remove  the  armrest  on  the 
side  next  to  the  bed. 


14.    Position  NA*s  body  facing  foot  of  bed. 


15.    Put  one  forearm  under  client*s  shoulders  and  the  other 
behind  the  knees. 


16.    Bend  knees;  keep  back  straight  and  stand  with  feet 
apart  about  18  inches. 


17.    Straighten  hips  and  knees,  while  shifting  weight  from 
front  foot  to  back  foot.    At  the  same  time,  lift 
client* s  head-neck  with  one  arm  while  pulling  the 
legs  over  side  of  bed  with  other  arm. 


18.    Allow  the  client  time  for  his/her  circulation  to 
adjust  to  being  in  a  sitting  position  before 
proceeding  with  the  transfer. 


19.    Stand  directly  in  front  of  the  client,  grasp  the  back 
of  the  belt.    If  a  belt  is  not  available,  place  arms 
under  the  client's  armpits. 


20.    Support  the  client's  knees  and  feet.  ! 

!  ! 

21.    Havd  the  client  lean  forward  While  sitting  on  the  « 
edge  of  tho  bed.  t 

22.    On  the  count  of  three  have  the  client  push  up  as  much  ! 
as  possible  while  pulling  him/her  up  by  straightening  ! 
legs  and  hips  and  holding  onto  the  belt  or  under  arms  ! 
of  client.  t 
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23.    Pivot  entire  body  as  well  as  thk^  clienb*8. 


YES  !  HO 


24.    Lower  the  client  Into  the  chair  by  bending  at  knees 
and  hips  as  the  client  sits  do%m;  If  possible,  the 
client  can  grasp  the  arm  of  the  chair  to  help  support 
his/her  weight  while  sitting  dowiu 


C.    Steps  ending  procedure 

25.    Adjust  footrest  for  client;  cover  with  a  lap  robe. 


26.    Position  plllow(s)  to  provide  proper  body  alignment 
and  joint  support. 


27.    Make  the  client  comfortable;  place  call  signal  within 


23.    Wash  hands. 


Usinf,  a  Hydra'.r. '  "J'J: 

A.    Steps  Beginning  Procedure 

1-6.         Complete  steps  1  through  6  of  transfer  from  bed 
to  chair  with  client  assistance  procedure 


B.    Procedure  for  using  hydraulic  lift 

7.    Secure  assistance  of  another  nurse  assistant. 


8.    Position  chair  next  to  bed  with  the  back  of  chair  in 
line  with  the  headboard  of  the  bed. 


9.    By  turning  the  client  from  side  to  side  on  the  'bed, 
slide  the  sling  under  the  client  and  position  it 
properly  at  shouldars  and  knees* 


10.    Wheel  the  lift  into  place  over  the  client  with  t!ie 
base  beneath  the  bed  and  b    sure  to  lock  the  Whi^els 
of  the  lift. 
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11.    Attach  the  sling  to  the  hydraulic  lift  with  the 
hooks  in  place  under  the  metal  frame. 


12.    Have  the  client  fold  both  arms  across  chest,  if 
possible. 


13.    Using  the  crank,  lift  the  client  until  the  buttocks 

are  clear  of  the  bed.    Make  sure  the  client  is  aligned 
in  the  sling  and  is  securely  suspended  in  a  sitting 
position  with  legs  dangling  over  the  bottom  of  the 
sling. 


14.    One  of  the  nurse  assistants  should  guide  the  client *s 
legs  over  thj  edge  of  the  bed;    release  brakes  on 
hydraulic  lift. 


15.    Move  the  lift  away  from  the  bed,  turn  the  client  so 
that  he/she  faces  one  nurse  assistant  while  the  other 
guides  the  client's  body  toward  the  chair  by  standing 
behind  the  client. 


16.     Open  the  support  legs  of  the  lift  with  the  control 
lever  then  bring  the  lift  into  position  so  that  the 
client  is  over  the  seat  of  the  chair. 


17.     Release  the  control  k*Aob  slowly  so  that  the  client 

will  gradually  be  lowered  into  chair  but  not  be  pulled 
backwards . 


18.     Remove  the  hooks  from  the  frame  of  the  lift. 


C.  Steps  ending  procedure 

19.    Cover  client  with  lap  robe. 


20.     Secure  the  client  to  the  chair  with  safety  restraint 
if  ordered  and  necessary. 


21.    Make  the  client  comfortable;  place  call  signal 
within  reach. 
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22.    Wash  hands. 


23.    Store  lift  properly  until  time  to  transfer  client 
again. 


YES 


NO 


The  Btudent  has  BE-tisf  actor  ily  completed  the  procedure 
••TRANSFER  ACTIVITIES"  according  to  the  steps  outlined. 


Instructor '6  signature 

''Vprify^ng  Satinf ;^t:tory  Completion) 


Datb 
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LESSON  PLAN: 
COURSE  TITLE: 
UNIT      Vi:i  : 


57 

NURSE  ASSISTANT 
RESTORATIVE  NUR:ING 


SCOPE  OF  UNIT: 

This  unit  includes  information  to  prepare  the  nurse  assistant 
to  play  a  supportive  role  in  restorative  nursing.  Other 
lessons  are:     body  mechanics:   lifting  and  moving;  positioning; 
principles  of  transfer;   transfer  activities;  ambulation;  and 
range  of  motion  exercises. 


INFORMATION  TOPIC:     VIII-57       OR  DEMONSTRATION:  VIII-57 


LEF.50N  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  List  three  purposes  of  ambulation 

2.  Identify  four  nursing  responsibilities  wnen  assistina 
the  client  with  ambulation. 

3.  Recognize  four  types  of  equipment  that  may  be  used  to 
asbist  with  ambulating  a  client. 

4.  Demonstrate  how  to  ambulate  a  client  using  a  gait  belt 
according  to  the  steps  of  procedure. 

5.  Demonstrate  now  to  ambulate  a  client  using  a  walRer 
according  to  the  steps  of  procedure. 

6.  Demonstrate  how  to  ambuiate  a  client  using  a  cane 
acco^'ding  to  the  steps  of  procedure. 

7.  Demonstrate  how  to  ambulate  a  client  using  crutches. 


SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 


AMBULATION 
(Lesson  Title) 


1. 


Gait  belt 


5. 


Prosthesis 


Walker 


6. 


Crutches 


3. 


Cane 


7. 


Filrastrip  or  film 


4. 


Brace 
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TEACHErt  RESOURCES: 


INTRODUCTION: 

An.Dulation  means  walking  or  moving  around  in  an  upright 
position.    Ambulating  a  client  correctly  is  a  skill  that  a 
nursing  assistant  must  develop  in  order  to  help  the  client 
remain  physically  active  and  to  prevent  complications  of 
extended  bed  rest. 
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LESSON  PLAN:  57 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT      VIII   :       RESTORATT/E  NUPSING  .  

OUTLINE:     (Key  Points) 

I.  Purposes  of  Ambulation 

A.  Keeps  the  client  more  active 

B.  Improves  muscle  tone  in  legs;   improves  strength 

C.  .  Provides  sense  of  accomplishment 

D.  Allows  client  to  maintain  greater  independence 

II.  Nuuse  Assistant  Responsibilities  in  Ambulating  Clients 

A.  Be  aware  of  safety  considerations  -  make  sure  objects 
and  other  clients  are  out  of  the  way;  no  slippery 
floors  or  shoes;  suction  tips  on  all  eonipment. 

B.  Use  good  body  mechanics. 

C.  Dress  client  appropriately. 

D.  Observe  client's  ambulation  and  response  to  ambulation 
{i.e..   steadiness  cf  gait,   balance  and  endurance). 

E.  Ambulate  client  in  an  uncluttered  area.     Have  a  chair 
ready  for  the  client  at  the  other  end.   or  at  a  resting 
point  along  the  way. 

F.  Most  of  the  time,  yov  will  ambulate  at  the  client's 
side,  with  your  arm/hand  for  suppor t--standing  on  the 
client's  strongest  sidr.     If  the  client  is  to  be 
encouraged  to  use  a  weak  leg.   stand  on  the  weak  side. 

III.  Equipment  Used  for  Ambulation 

A.     Transfer  or  gait  belt 

1.  Grasp  the  belt  with  both  hands  and  u<:e  it  to  guide 
the  client. 

2.  Walk  slowly  and  allow  the  client  to  set  the  pace. 
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Walker 

1.  Used  for  client  who  requires  some  support  when 
walking  due  to  imbalance  or  weakness. 

2.  Client  may  be  able  to  bear  weight  on  one  foot; 
remain  balanced  i'^  an  upright  position  and  have 
use  of  hands  and  arms . 

3.  When  walker  is  being  moved,  the  client't  feet 
should  not  be  moving.     It  should  never  be  slid 
along  the  floor  or  ground. 

4.  The  height  of  the  walker  should  be  adjusted  so 
that  the  client  is  steading  stiaight  with  elbows 
slightly  flexed. 

Cane 

1.  Used  for  clients  who  have  weakness  or  paralysis  on 
one  side  of  the  body . 

2.  Should  be  used  on  client's  '^itronger  side  to 
balance  his/her  weight  between  the  cane  and 
his/her  weaker  side. 

3.  The  height  of  the  cane  should  be  such  that  the 
client  holds  it  with  his/her  elbow  slightly  bent 
when  walking. 

Brace 

1.  Used  for  clients  who  need  specific  support  for 
weakened  muscles/ joints  or  to  provide 
immobilization  of  an  injured  part. 

2.  Never  loosen  screws/bolts  of  brace;  chec^  skin 
where  brace  is  applied  for  any  signs  of  breakdown. 

3.  Prop  brace  when  not  in  use.     Never  lay  it  flat-^-it 
could  warp. 

Prosthesis  -  artificial  limb 

1.  Used  foL  client  who  is  missing  an  arm/ley 

2.  Check  skin  of  stump  for  any  signs  of  breakdown; 
see  that  prosthesis  fits. 

Crutches 

1.     Used  for  residents  who  are  not  able  tJ  use  one  leg 
or  when  one  or  both  legs  h.^ve  temporary  or 
permanent  weakness. 
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Crutch  tips  are  attached  to  the  crutches.  They 
must  not  be  worn  down  or  cracked. 


Crutches  must  be  checked  for  flaws,   such  cracks 
in  wooden  crutchee  and  bends  in  aluminum 
crutches.     Bolts  should  be  tight. 

Street  shoes  with  flat,   non  skid  soles  should  be 
worn. 

The  height  of  the  clutches  is  adjusted  by  the 
nurse  or  physical  therapist.     A  proper  fitted 
crutch  will  prevent  injury  to  the  client's 
underarms  and  palms . 
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LESSON  PLAN:  57 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VIII    :       RESTORATIVE  NURSING  

IV.  Steps  of  Procedure  for  Ambulation  With  a  Gait  Bel:: 

A.  Steps  beginning  procedure 

1.  Wash  your  hands 

2.  Identify  and  greet  client.     Identify  self. 

3.  Explain  what  you  are  going  to  do. 

4.  Lower  bed  to  lowest  level;  assist  client  to  sit  on 
edge  of  bed. 

5.  Pause  and  allow  client  to  sit  on  edge  of  bed  a  few 
moments  to  regain  balance. 

6.  Assist    client    in    putting    on    nonskid    shoes  and 
socks . 

7.  Put  gait  belt  around  client's  waist. 

8.  Stand  in  position  of  good  body  mechanics. 

9.  Assist  the  client  to  a  standing  position. 

B.  Ambulation  procedure  (gait  belt) 

10.  Assist  client  to  stand  by  straightening  lega  as 
you  lift  with  gait  belt  as  client  pushes  down  with 
hands  on  the  mattress. 

11.  Pause  to  allow  client  to  regain  balance. 

12.  Walk  with  the  client  by  placing  one  hand  around 
the  bacK  of  his/her  waist  and  the  other  hand  under 
the  gait  belt ;  wa Ik  on  the  weakest  side  and 
encourage  client  to  hold  handrai 1 ,  if  avai lable , 
with  strong  arm. 

13.  Walk  in  the  same  pattern  as  the  client  (both  step 
with  left  foot  at  the  same  time,  assist  client  to 
step  forward  with  strong  foot  first). 


7.. I 
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14-    Walk  client  the  distance  instructed  by  charge 
nurse • • . 

NOTE;      if  client  loses  weight-bearing  ability, 
pull  tho  client's  body  into  close 
alignment  with  your  hip/thigh  area  by 
using  the  gait  belt  and  lover  to  floor 
us^ng  large  muscles  of  your  legs. 

C.  Steps  ending  procedure 

15.  Return  client  to  bed/chair. 

16.  Make  sure  client  is  comfortable;  place  call  signal 
within  reach. 

17.  Remove  gait  belt. 

18.  Wash  your  hands. 

19.  Record  observations. 

Steps  of  Procedure  fcr  Ambulation  With  Walker 

A.  Steps  beginning  procedure 

1-9         See  steps  1  through  9  of  ambulate  with  gait 
belt  procedure. 

B.  Ambulation  procedure  (walker) 

10.  Instruct  client  to  position  body  within  the  frame 
of  the  walker . 

11.  Instruct  client  to  move  walker  forwarc*  by  lifting 
it  up. 

12.  Instruct  client  to  take  a  step  forward  with  the 
weak  leg. 

13.  Instruct  client  ^:o  then  move  strong  leg  forward. 

14.  Repeat  steps  10  through  13  to  distance  instructed 
by  charge  nurse. 

15.  To  ambulate  backward  (to  sit  down  in  chair), 
client  steps  back  with  strong  foot,  takes  a  step 
back  with  weak  foot,  then  walker  is  moved  back. 
Have  client  feel  for  arms  of  chair  with  his/her 
hand. 

C.  Steps  ending  procedure 

16-20.      See  steps  15-19  of  ambulate  with  gait  belt 
procedure . 
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VI.  Ste^J  of  Fcocedure  t^r  Arabuldtiun  with  Cane 

A.  Steps  beginning  procedure 

1-9.        See    steps    1    through    9    of    ambulate   with  gaic 
belt  procedure . 

B.  Ambulation  procedure  (cane) 

10.  Instruct  client  to  take  short  steps  and  keep  head 
up  and  eyes  looking  forward. 

11.  Client  moves  cane  forward  and  a  little  out  t^  the 
side  of  the  sirong  leg. 

12.  Client  moves  weak  extremity  forward  to  line  even 
with  tip  of  cane  juet  after  cane  is  placed. 

13.  Insi:ruct  client  to  put  weight  on  cane  and  weak 
foot  while  swinging  strong  iloot  forward,  taking  a 
step . 

14-17.      Repeat     stops     10     through     13      to  distance 
instructed  by  charge  nurse. 

C.  Steps  ending  procedure 

18-22        See   steps   13   through   19   ot   ambulate  with  gait 
belt  procedure 

VII.  Steps   of   Procedures   for   Ambulation  With  Crutches   (4  Point 
Gait) 

A.  Steps  beginning  procedure 

1-9.        See    steps    1    through    9    of    ambulate   with  gait 
belt  procedure. 

B.  Ambulation  Procedure 

10.  Instruct  client  to  position  crutches  under  his/her 
arms  applying  weight  to  the  crutches  through  his 
hands  and  arms. 

11.  Instruct  client  to  stand  with  shoulders  back  and 
head  erect,  pelvis  situated  directly  over  feet, 

12.  Instruct  client  to  use  entire  foot  for  walking. 

13.  Instruct  client  to  bt^gin  all  gaits  from  tripod 
position.  The  crutches  are  placed  8-10"  to  front 
and  side  of  client's  toes. 

14.  Four  point  gait  -  Client  advances  the  crutch  on 
strong  side,  opposite  weak  foot. 
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15.  He/she     then     advances     his/her     weak     foot  to 
position  in  Jii.e  with  that  crutch. 

16.  He/she   then   advancee    crutch   on   his  weak  Bide   to  a 
position  beyond  the  other  crutch. 

l^t^  client   advances    his   strong   foot    in  line 

with  that  crutch. 

18-21        Repeat      steps      14      through     17      to  distance 
instructed  by  charge  nurse. 

C.  Steps  ending  procedure 

22-25        See   steps   15   through   19    of   ambulate  with  gait 
belt  procedure. 

VIII.  Summary  and  Conclusion 

A.  Purposes  of  ambulation 

•  B.  Nurse  assistant  responsibilities  in  ambulating 

.  C.  Equipment  used  for  ambulation 

D  Classroom  Discussion. 

E.  Review  steps  of  procedure. 
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LESSON  PLAN:  57 

COURSE  TITLE:       MURSE  ASSISTANT 

UNIT    VIII     :       RESTORATIVE  NURSING: 


CLASSROOM  DISCUSSION 

1.  Why  is  it  important  to  ambulate  tht  clien.? 

2.  Why  does  the  client  need  stockings  and  nonskid  shoes  in 
order  to  prepare  for  ambulation? 

3.  Why  do  you  pause  and  allow  client  to  sit  on  edge  of  bed 
before  starting  ambulation? 

4.  How  should  you  walk  when  ambulating  a  client? 

5.  How  far  should  the  client  ambulate? 

6.  What  is  the  procedure  for  lowering  a  client  to  the  floor 
if  he/she  loces  his/her  weight-bearing  ability? 

7.  How  should  the  client  be  instructed  to  move  the  walker 
forward? 

8.  On  which  side  should  the  client  hold  the  cane? 

9.  What  is  the  position  of  good  body  mechanics  when  assisting 
a  client  to  standing  position? 
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CLASSROOM.   LABORATORY,  OR  OTHER  ACTIVITIES: 

1.  Instructor  demonstrates  ambulation  procedures  using  gait 
belt,  walker,  cane  and  crutches. 

2.  Students  practice  ambulating  one  another  with  gait  belt, 
walker,  cane  and  crutches. 

3.  Show  filmstrip  or  film. 
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LESSON  PLAN:  57 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT     VIII      :       RESTORATIVE  NURSING 


EVALUATION  ITEMS: 

1.  List  three  purposes  of  ambulation: 
a . 

b. 
c . 

2.  Which  of  the  following  is  not  a  device  used  to  assist  with 
ambulation?     (Circle  the  letter  of  the  correct  answer.) 

a.  Walker 

b.  Cane 

c.  Gait  belt 

d .  Wheelchair 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

  3.        When  ambulating  a  client,  body  mechanics  are  not 

important  to  remember. 

  4,        Always  make  sure  objects  are  out  of  the  way  before 

starting  to  ambulate  a  client. 


If  a  client  is  to  be  encojraged  to  use  his/her  weak 
leg  more,  stand  on  the  strong  side. 

The  client  should  be  dressed  in  his/her  pajamas 
when  ambulating  in  the  hall. 


LESSON  PLAN:  57 


COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VIII   :       RESTORATIVE  NURSING 


T^SWERS  TO  EVALUATION  ITEMS: 


1.  The  student  may  list  any  three  of  the  following: 

a.  Keeps  the  client  more  active 

b.  Improves  muscle  tone  in  legs;  improves  strength 

c.  Provides  sense  o£  accomplishment 

Allows  client  to  maintain  greater  balance 

2.  d 

3.  F 

4.  T 

5.  F 

6.  F 
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LESSON  PLAN:  57 


COURSE  TITLE:        NURSE  ASSISTANT 


UNIT     VIII      :        RESTORATIVE  NURSING  

EVALUATION   ITEMS:  NAME  OF  STUDENT 

AMBULATION 

EQUIPMENT: 

1.  Gait  belt 

2.  Walker 

3.  Cane 

4.  Crutches 

!     DID  THE  STUDENT  

!  Ambulation  With  Gait  Belt 
!    A.     Steps  beginning  procedure 
!  1.    Wash  hands. 


2.     Identify  and  greet  client.     Identify  self. 


3.     E5q)lain  procedure  to  client. 


4.    When  possible,  lower  bed  to  lowest  level;  assist 
client  to  sit  on  edge  of  bed. 


5.    Pause  and  allow  client  to  sit  on  edge  of  bed  a  few 
moments  to  regain  balance. 


YES 


NO 


6.    Assist  client  in  putting  on  nonskid  shoes  and  socks. 


7,    Put  gait  belt  around  client's  waist.  i 

8.    Stand  in  position  of  good  body  tnechanics.  • 

•!  9.  Assist  the  client  to  a  standing  position. 
!   
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I  YES 

♦     NO  ! 

!  B.    Aiubuiatioii  pi  ocedure  (gait  belt) 

!  ! 

!         10.    Assist  client  to  stand  by  straightening  le^s  while 
!                 lifting  with  gait  belt  as  client  pushes  down  with 
t                 hands  on  the  mattress. 

\  \ 

!          11.     Pause  to  allow  client  fn  nf^pA-tn  Vtnia  .ro 

!         12.    Walk  with  the  client  by  placing  one  hand  around  the 
back  of  his/her  waist  and  the  other  hand  under  the 

•                           Kait    bcltll    Walknn    fhp    WPA  Vesf    c^rla    QTxA  Artf>/M«v«ooA 

o  **       fc'*^*  fc»  1  w  a  A  «\  \jn  uiic  wcaivcou  oxuc  ciiiQ  encourage 
'                 client  to  hold  handrail,  if  available,  with  strong  ann. 

\  1 

!         13.    Walk  in  the  same  pattern  as  the  client  (both  stop 
with  left  foot  at  the  same  time,  assist  client  to 
?                 step  forward  with  strong  foot  first.) 

!         14.    Walk  client  the  distance  instructed  by  charge  nurse. 

•      .     oucpa  ciiuxiig  proccuurc 

!         15.    Return  client  to  bed/chair.  ' 

! 

!         16.    Make  sure  client  is  comfortable;  place  call  signal  ! 
!                     withi  n  piaorH  1 

i 
! 

■                    Aft         &\dM\J  VC^a^L>MCXL>.  ' 

!          18.    Wash  hands.  ; 

19.    Record  observations.  • 

i 

Ambulation  With  Walker  ; 

A.     Steps  beginning  procedure  • 

1-9.         Complete  steps  1  through  9  of  ambulate  with  gait  ! 

belt  procedure.  ; 
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YES   !  NO 


B.    Ambulation  procedure  (walker) 

10.     Instruct  client  to  position  body  within  the  frame 
of  the  walker. 


11.     Instruct  client  to  move  walker  forward  by  lifting 
it  up. 


12.     Instruct  client  to  take  a  step  forward  with  the  weak 
leg. 


13.     Instru^-t  client  to  then  move  strong  leg  forward. 


14.    Repeat  steps  10  through  13  to  distance  instructed  by 
charge  nurse. 


15.    To  ambulate  backward  (to  sit  down  in  chair),  client 
steps  back  with  strong  foot,  takes  a  step  back  with 
weak  foot,  then  walker  is  moved  back.     Have  client 
feel  for  arms  of  chair  with  his/her  hand. 


C.     Steps  ending  procedure 

16-20.  Complete  steps  15  through  19  of  ambulate  with 

gait  belt  procedure. 


Ambulation  With  Cane 


A.     Steps  beginning  procedure 
1-9. 


Complete  steps  1  through  9  of  ambulate  with 
gait  belt  pro.  edure. 


B.    Ambulation  procedure  (cane) 

10 •     Instruct  client  to  take  short  steps  and  keep  head 
up  and  eyes  looking  forward. 

!  .  

f 
! 
I 

! 
I 

% 


11.     Instruct  client  to  move  cane  forward  and  a  little  out 
to  the  side  of  the  strong  leg. 


12.     Instruct  client  to  move  weak  nxtremity  forward  to  line 
even  %rith  tip  of  cane  just  after  cane  is  placed. 
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13.    Instruct  client  to  put  weip/nt  on  cane  and  weak  foot 
while  swinging  strong  fool  forward,  taking  a  step. 


1417. 


Repeat  steps  10  through  13  to  distance 
instructed  by  charge  nurse. 


C.    Steps  ending  procedure 
18-22 


Complete  steps  15  throu^^h  19  of  ambulate  with 
gait  belt  procedure. 


Ambulation  with  Crutches 

A.     Steps  beginning  procedure 

1--9    Complete  steps  1  through  9  of  ambulato  with  gait  belt 
procedure . 


B.    Ambulation  Procedure  (Crutches) 

10.     Instru'^t  client  to  position  crutches  under  his/her  arms 
applying  weight  to  the  crutche    through  hands  and 
arms . 


11.     Instrjct  client  to  stand  with  shoulders,  back  and  head 
erect,  pelvis  situated  directly  over  feet 


12.     Instruct  client  to  use  entire  foot  for  walking. 


YES 


NO 


13.     Instruct  client  to  begin  all  gaits  from  tripod 

position.  The  crutches  are  placed  8-10"  to  front  and 
side  of  client's  toes. 


14.     Four  Point  Gait:     Client  advances  crutch  on  his/her 
strong  side,  opposite  his/her  weak  foot. 


•         15.    He/she  advances  his/her  weak  foot  to  a  position  in 
line  with  that  crutch. 


16.    He/she  then  advances  crutch  on  his/her  weak  side  to 
a  position  beyond  the  other  crutch. 
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17.     Then  the  client  advances  his/her  slLoiig  foot  in  line 
with  that  crutch 


18-21 


Repeat  steps  14  through  17  to  distance 
instructed  by  charge  nurse 


C.     Steps  ending  pt'ocedure 

22-25  Complete  steps  13  through  19  of  ambulate  with 

gait  belt  procedure . 


YES 


NO 


The  student  has  satisfactorily  completed 
••AMBULATION"  according  to  the  steps  outlined. 


the  procedure 


Instructor 's  signature 
(Verifying  Satisfactoiy  ComplGtion) 
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LESSON  PLAN: 
COURSE  TITLE: 
UNIT      VIII  : 


NURSE  ASSISTANT 
RESTORATIVE  NURSING 


SCOPE  OF  UNIT: 

This  unit  includes  information  to  prepare  the  nurse  assistant 
to  play  a  supportive  role  in  restorative  nursing.  Other 
lessons  are:     body  mechanics;  lifting  and  moving;  positioning; 
principles  of  transfer;  transfer  activities;  ambulation;  and 
range  of  motion  exercises. 


INFORMATION  TOPIC:     VIII-58       OR  DEMONSTRATION:  VIII-58 

RANGE  OF  MOTION  EXERCISES 
(Lesson  Title) 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  March  terms  presented  in  this  lesson  to  correct 
ceLiniti'^ns . 

2.  Give  range  of  motion  exercises  according  to  the  steps 
of  procedure. 


SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  HO  1:     Range  of  Motion  Exercises 

2.  Filmstrip  or  film. 

3.  projector 

4.  Hospital  bed  made  up  with  linens. 
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TEACHER  RESOURCES: 


INTRODUCTION: 

Range  of  motion  exercises  are  given  to  move  the  joints  of  the 
body  through  their  normal  movements.     These  exercises  are  given 
to  prevent  stiffness,  deformities,  and  to  maintain  muscle 
strength.    When  doing  these  exercises,  work  slowly  and 
smoothly;  don't  exercise  a  joint  past  the  point  of 
pain/resistance.    Always  support  an  extremity  at  the  joint  by 
cupping  with  your  hand.    Never  grasp  the  muscle  as  this  can  be 
painful.    Encourage  the  client  to  do  as  much  as  possible.  Do 
the  exercises  as  many  times  as  instructed  by  the  charge  nurse. 
In  addition  to  the  physical  advantages,  clients  often  express 
appreciation  for  the  relaxing  effects  that  result  from  range  of 
motion  exercises.    The  following  procedure  covers  a  logical 
sequence  so  that  each  joint  aad  muscle  is  exercised. 
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LESSON  PLAN:  _58 

COURSE  TIT^.E:       NURSE  ASSISTANT  

UNIT      VIII    :       RESTORATIVE  NURSING  

I      Terms  and  Definitions 

A.  Abduction  -  away  from  che  center  of  the  body 

B.  Adduction  -  toward  the  center  of  the  body 

C.  Extension  -  to  straighten 

D.  External  Rotation      to  turn  out  away  from  center 

E.  Flexion  -  to  bend 

F.  Hyperextension  -  extensive  extension 

G.  Internal  rotation  -  to  turn  in  toward  center 

H.  Lateral  -  to  the  side 

I.  Pronation  -  to  turn  downward  or  backward 

J.  Rotation  -  to  move  a  joint  in  a  circular  motion 

K.  Supination  -  to  turn  upward  or  forward 
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LESSON  PLAN:  58 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT      VIII   :       RESTORATIVE  NURSING 


Steps  of  Procei^ure  for  Range  of  Motion  Exercises 

A.  Steps  beginning  procedure 

1.  Hash  your  hands 

2.  Identify  and  greet  client.     Identify  self. 

3.  Explain  what  you  are  going  to  do. 

4.  Provide  pr ivacy--make  sure  clien-  is  wearing 
adequate  clothing. 

5.  When  possible,  laise  bed  to  a  comfortable  working 
height . 

6.  Assist  rlient  into  supine  position. 

B.  Procedure  for  range  of  motion  exercises  (HO  1). 

7.  Neck 

a .  Flexion/ ex tens ion 

1.  Supporting  head  with  hands*  bend  head 
forward  trying  to  touch  the  chest  with  the 
chin. 

2.  Bring  head  back  to  pillow. 

NOTE:      Hyperextension  is  not  possible 
with  client  in  supine  position 

b.  Right  and  left  rotation  -  turn  head  from  side 
to  side. 

8 .  Shoulders 

a .    Flex ion/ extension 

1.  Supporting  the  arm  at  the  wrist  and  elbow, 
lift  the  arm  toward  the  ceiling,  continue 
lifting  over  the  client's  head  until  you 
xeel  resistance . 

2.  Slowly  lower  the  arm  to  the  client *6  side. 
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b.     Abduct icn/adduct ion 


1.  Supporting  the  arm  at  the  elbow  and 
shoulder,  move  the  arm  out  to  the  side, 
continue  moving  toward  client's  head. 

2.  Slowly  move  the  arm  back  toward  the  center 
of  body. 

c.     Internal/external  rotation 

1.  Move  the  arm  away  from  the  body  to 
shoulder  level. 

2.  Bring  the  hand  forward  to  touch  the  bed 
and  then  backward  to  touch  the  bed. 


Elbow 

a .  Flexion/extension 

1.  Ben^i  the  arm  at  the  elbow  and  touch  the 
shoulder  then  straighten  the  arm. 

2.  Bend  the  arm  at  the  elbow  and  touch  the 
chin  then  straighten  the  arm. 

b.  pronation/ supination 

1.  Hold  the  client's  hand  in  a  handshake 
position;  support  the  arm  ct  the  elbow 
joint . 

2.  Turn  palm  of  the  hand  toward  floor  and 
then  away  from  the  floor. 


10.  Wrist 


ERIC 


a.  Flexion/extension/hyperextension  -  support  arm 
and  hand;  bend  the  wrist  forward,  straighten, 
and  then  bend  wrist  backward. 

b.  Abduction/adduction  -  move  the  hand  from  side 
to  side  at  the  wrist. 

11.  Fingers 

a.  Flexion/extension  ~  support  the  hand  at  the 
wrist;  make  sure  that  the  thumb  is  on  top  of 
the  fingers.  Instruct  client  to  make  a 
cl  nched  fist  and  then  relax  it. 

b.  Abduction/adduction  -  move  each  finger  away 
from  the  nearest  finger  and  then  return  it. 
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c.  Thumb  opposition  -  bend  the  little  finger 
toward  inner  hand  and  stretch  the  thumb  toward 
the  little  finger  and  move  it  to  the  base  of 
the  little  finger  and  back. 

d.  Thumb  rotation  -  move  the  thumb  in  a  circle 
one  direction  and  then  the  other  direction. 

1^.     Hip  and  knee 

a .  Flexion/ ex tens  ion 

1.  Support  the  leg  at  the  knee  and  ankle 
joints,  keep  the  knee  straight;  raise  and 
lower  the  leg . 

2.  Bend  the  knee  and  move  toward  the  chest, 
slowly  straighten  the  knee. 

b.  Abduct ion/ adduction 

1.  Move  the  leg  straight  out  to  the  side  of 
the  body  until  you  feel  resistance. 

2.  Slowly  move  the  leg  back  toward  the  center 
of  the  body. 

c.  Internal/external/rotation  -  suppoit  the  knee 
and  ankie  joints;  move  the  ankle  in  toward  the 
opposite  leg  and  then  outward. 

13.  Ankle 

a.  Inversion/eversion  -  supporting  the  foot  at 
the  ankle  joint,  turn  the  foot  toward  the 
opposite  foot  and  then  away  from  the  opposite 
foot. 

b.  Dorsif lexion/plantarf lexion  ~  bend  the  foot  up 
toward  the  knee,  then  down  toward  the  floor. 

14.  Toes 

a.  Flexion/extension  -  bend  and  then  straighten 
the  toes. 

b.  Abduction/adduction  -  move  each  toe  toward  the 
next  toe  and  then  away  from  the  next  toe. 
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C.     steps  ending  procedure 

15.  Lower  bed  to  a  position  of  safety;   raise  side 
rails  where  ordered. 

16.  Make  the  client  comfortable;  place  call  signal 
within  reach. 

17 .  Wash  your  hands . 


II.     SUMMARY  AND  CONCLUSION 

A.  Teruis  and  definitions 

B.  Discuss  Classroom  Discussion  Items 

C.  Review  steps  of  pLOcedure. 
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LESSON  PLAN:  58 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT    VIII     :       RESTORATIVE  NURSING:  ^ 

CLASSROOM  DISCUSSION 

1.  What  kind  of  conditions  will  range  of  motion  exercises 
prevent? 

2.  If  a  client  complains  of  unusual  pain/discomfort,  what 
should  you  do? 

3.  What  order  should  you  follow  when  exercising  the  client? 


CLASSROOM-   LABORATORY,   OR  OTHER  ACTIVITIES: 

1.  Show  filmstrip  or  film. 

2.  Instructor  demonstrates  range  of  motion  exercises. 

3.  Students  practice  range  of  motion  exercises  on  each  other. 
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LESSON  PLAN: 
COURSE  TITLE: 
UNIT    VIII  : 


58 

NURSE  ASSISTANT 


RESTORATIVE  NURSING 


RANGE  OF  MOTION  EXERCISES 


EVALUATION  ITEMS: 

Match  the  following  terms  to  the 

the  letter  in  the  blank. 

  1.  Abduction 

  2.  Adduction 

  3.  Extension 

  4.  External  rotation 

  5.  Flexion 

  6.  Hyperextension 

 7.  Internal  rotation 

  8 .  Lateral 

  9.  Pronation 

 10 .  Rotation 

 11.  Supination 


correct  definition  by  writing 

a.  To  tiirn  out  away  from 
center 

b.  Away  from  the  center. 

c.  Extensive  straightening 

d.  To  bend 

e.  To  straighten 

f.  To  the  side 

g.  To  turn  in  toward  center 

h .  To  tu  r n  downwa  r d  o  r 
backward 

i.  Toward  the  center  of  the 
body 

j.     To  turn  upward  or  forward 

k.     To  move  a  joint  in  a 
circular  motion 
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LESSON  PLAN: 
COURSE  TITLE: 
UNIT    VIII  : 


58 

NURSE  ASSISTANT 
RESTORATIVE  NURSING: 


ANSWERS  TO  EVALUATION  ITEMS: 


1. 

b 

2. 

i 

3. 

e 

4. 

a 

5. 

d 

6. 

c 

7. 

g 

8  . 

f 

9  . 

h 

10. 

k 

11. 

j 

6;V, 

892 


LESSON  PLAN:  58 

COURSE  TITLE'       NURSE  ASSISTANT 


UNIT    VIII      :       RESTORATIVE  NURSING 


EVALUATION  ITEMS:  NAME  OF  STUDENT: 


RANGE  OF  MOTION  EXERCISES 

EQUIPMENT: 

1.    Hospital  bed  made  up  with  linens 


!     DID  THE  STUDENT  i 

YES 

NO  ! 

1    A*    iSteps  beginning  procedure 

!           1.    Wash  hands. 

!  V 

!           2.     Identify  and  greet  client.     Identify  self. 

!           3.    Explain  what  he/she  i?;  going  to  do. 

!           4.    Provide  privacy— make  sure  client  is  wearing  adequate 
!  clothing. 

!           5.    When  possible,  raise  bed  to  a  co.^fovtable  working 
!  height. 

!           6.    Assist  client  into  supine  position. 

!           Procedures  for  range  of  motion  exercises 

!           7.    Neck  • 

!                 a.  Fle'vlon/extension 

!                       1.    Supporting  head  with  hands,  bend  head  forward 
f                              trying  to  touch  the*chest  with  the  chin. 

!                        2.     Bring  head  back  to  pillow. 

I                 b.    Right  and  left  rotation  -  turn  head  from  side  to 
!  side. 
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8.  Shoulders 

a.  Flexion/extension 

1.    Supporting  the  arm  at  the  wrist  and  elbow, 
lift  the  arm  toward  the  ceiling,  continue 
lifting  over  the  client's  head  until 
resistance  is  felt. 


2.    Slowly  lower  the  arm  to  the  client's  side. 


b.  Abduction/adduction 

1.  Supporting  the  arm  at  the  elbow  and  shoulder, 
move  the  arm  out  to  the  side,  continue  moving 
toward  client's  head. 


2.    Slowly  move  the  arm  back  toward  the  center 
of  the  body. 


c.    Internal/external  rotation 


1.    Move  the  arm  away  from  the  body  to  shoulder 
level. 


2.    Bring  the  hand  forward  to  touch  the  bed  and 
then  backward  to  touch  the  bed. 


9.  Elbow 

Flexion/extfeOsion 


Bend  the  arm  at  the  eloow  and  touch  the 
shoulder,  then  straighten  the  arm. 


2.    Bend  the  arm  at  the  elbow  and  touch  the  chin, 
then  straighten  the  arm. 


b.  Pronation/supination 

1.    Hold  the  client's  hand  in  a  handshake 

position;  support  the  arm  at  the  elbow  joint. 
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YES   !  NO 


'Xitn  pal^n  of  the  hand  toward  floor  and  then 
away  from  the  floor. 


10.  Wrist 

a.    Flexion/extension/hyperextension  -  support  arm 
and  hand;  bend  the  wrist  forward,  straighten 
and  then  bend  it  backward. 


b.    Abduction/adduction  -  move  the  hand  from  side  to 
side  at  the  wrist. 


11.  Fingers 

a.    rflGxion/e:^tension  -  support  the  hand  at  the  wrist; 
make  sure  that  the  thumb  is  on  top  of  the  fingers. 
Instruct  client  to  make  a  clenched  fist  and  then 
relax  it. 


b.    Abduction/adduction  -  move  each  finger  away  from 
the  nearest  finger  and  then  returr  it. 


c.    Thumb  opposition  -  bend  tlie  little  finger  toward 
inner  hand  and  stretch  the  thumb  toward  the  little 
finger  and  move  it  to  the  base  of  the  little 
finger  and  back. 


d.    Thumb  rotation  -  ir.ove  the  thumb  in  a  circle  one 
direction  and  then  the  other  direction. 


12.    Hip  and  knee 

a.  Flexion/extension 

1.    Support  the  leg  at  the  knee  and  ankle  joints, 
keep  the  knee  straight;  raise  and  lower  tue 
leg. 


Bend  the  knee  and  move  toward  the  chest, 
slowly  straighten  the  knee. 


ERIC 


YES 


b.  Abduction/adduction 

1.    Move  the  leg  straight  out  to  the  side  of  the 
bod/  untii  resistance  is  felt. 


2.     Slowly  r.v*^6  the  leg  back  toward  the  center 
of  the  body. 


c.    Internal/external/rotation  -  support  the  knee 
and  ankle  joints;  move  the  ankle  in  toward  the 
opposite  leg  and  then  outward. 


13.  Ankle 


a.     Inversion/eversion  -  supporting  the  foot  at  IVie 
ankle  joint,  turn  the  foot  toward  the  opposite 
fcjt  and  then  away  from  the  opposite  foot. 


b.     Dorsif lexion/plan^arf lexion  -  bend  the  foot  up 
toward  the  knee,  then  down  toward  the  floor. 


lA.  Toes 


a.     Flexion/extension  -  bend  and  then  straighten  the 
toes . 


b.     Abduction/adductiuu  -  move  each  toe  toward  the 
next  toe,  and  then  awry  from  the  next  toe. 
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C.    steps  ending  procedure 

15.     Lower  bed  to  a  position  of  safety;  raise  side  rail-? 
where  ordered. 


16.    Make  the  client  comfortable;  place  call  signal  wi'.hin  ! 
reach.  ! 


17 .    Wash  hands . 


The  Student  has  satisfactorily  completed  the  procedure  "RANGE 
OF  MOTION  EXERCISES"  according  to  the  steps  outlined. 


Instructor  *  s  signature 
(Verifying  Satisfactory  Completion) 
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Date 


RANGE  OF  MOTION  EXCERCISES 


HO  1 


NECK 


1.  Flexion/Extension 


2.  Right  and  Left  Rotation 


SHOULDERS 
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/^•y  raised  over 
lead,  cl 
lo  ear) 


^     "  head,  close 


Extension  (arm  stidjght 
down  at  sideL 


1.  Flexion/Extension         2.  Abduction/Adduction    3.  Internal/Exlernal 

Rotation 

ELBOW 


Extension  (Straighten  elbow) 


Flexion  (Bend  elbow) 


Pronation  (turning  pal:n 
of  hand  downward) 


Supination  (using 
hanoshake  grasp,  turn 
palm  of  hand  upward) 


1.  Flexion/Extension 


2.  Pronation/Supination 
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WRIST 


1.  Flexion/Extension/Hyperextensior.  2.  Abduction/Adduction 

FINGERS 


3.  Thumb  Opposition  4.  Thumb  Rotation 
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HIPS  AND  KNEE 


2.  Abduction/ Adduction 
ANKLE 


3.  Internal/External 
Rotation 


• 

1.  Inversion/Eversion 

TOES 

2.  Dorsinexion/Plantarflexion 


1.  Flexion/Extension 


2.  Abduction/Adduction 
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LESSON  PLAN: 
COURSE  TITLE: 
UNIT  IX  ; 


59 

NURSE  ASSISTANT 
SPECIAL  PROCEDURES 


SCOr.2  OF  UNIT: 

This  unit  covers  special  procedures  which  include:  admission; 
in-house  transfer  and  discharge  of  the  client;   measuring  vital 
signs;    weighing:    measuring   height;    applying   heat    and  cold; 
preventing    and    caring    for    decubitus    ulcers;    and    caring  for 
clients  receiving  oxygen. 


INFORMATION  TOt-iC:      IX- 5 9  OR  DEMONSTRATION; 

ADMISSION'  TO  A  LONG-TERM  CARE  FACILITY 
(Lesson  Title) 


LEG^vN  OBJECTIVLJ   -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Identify  feelings  the  client  may  have  upon  admission  to 
a  long- teem  c^re  facility. 

2.  Recognize  the  nurse  assistant's  responsibilities  wnen 

a  client  id  aJiii !  1. 1      to  a  long-term  care  facility. 


SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  Filmstrip  -  Traii»«»x  "Admission  to  a  Long  Term  Care  Facility" 

2.  Trigger  films    -    Food  Shopping 

Food  Prep  Meal 
Dept.  cn  Agl.ig       Loss  of  Job 

Move  From  Home      "Tagged"  -  last  5  min. 

segment 

3.  Filmstrip  projector  and  If  mra  projector 

4.  H.O.  1  Admitting  Routine  Form 
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TEACHER  RESOURCES: 


INTRODUCTION: 

Each  of  you  has  had  to  deal  with  stress  during  your  lifetime, 
but  have  you  ever  had  to  sell  your  home  and  lifelong  collection 
of  belongings  and  move  into  a  strange  room,  sometimes  with 
another  individual?    As  ve  age.  it  becomes  more  difficult  to 
adjust  to  new  situations.    There  is  an  emotional  snock  and  some 
traun  -y  associated  with  every  change  of  environment  for  an  olJer 
persor;  therefore.  3  great  deal  of  reassuring  conversation, 
including  explanations,  can  aid  in  preventing  or  softening  this 
6hoc)c  "^nd  trauma. 
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LESSON  PLAN:  _59 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT   IX_:       SPECIAL  PROCEDURES  

OUTLINE:         (Key  Points) 
I.  Feelings  of  the  Client 

A.  May  be  "upset"  about  being  admitted  to  a  long-terra 
care  facility. 

B.  Reasons  for  client's  apprehension  (CD-I) 

1.  Giving  up  independence  and  decision-raaking 

2.  Giving  up  horae  and  lifelong  possessions 

3.  May  feel  unsafe  and  insecure 

4.  May  Leel  lonely  and  abandoned 
B.  May  feel  confused 

II.     Nurse  Assistant's  Responsibilities 

A-     Prepare  the  roora  before  the  client  arrives.  (CD-'2) 

1.  Bed  should  be  raade 

2.  Roora  should  be  neat  and  clean 

3.  Personal  care  s.  pplies  available 

4.  Water  glass  and  pitcher  at  bedside 

B.  Greet  the  client  warraly!     Ask  the  client  if  (CD-'2) 
there  is  a  particular  narae  he/she  wishec  to  be  called; 
don  *  t  assurae  it  is  acceptable  to  address  the  client  by 
his/her  first  aarae  without  first  asking. 

C.  Introduce  yourself  to  the  client  and  any  relatives/ 
friends  who  raay  be  present.  Exolain  that  you  are  a 
nurse  assistant  who  w^ll  be  assisting  the  staff  nurses 
in  providing  care. 

D.  Introduce  the  new  client  to  his/her  roomraate  (if  the 
roora  is  shared ) . 
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E.  Offer  to  assist  with  unpacking  and  storing  belongings; 
complete  a  clothes  list;  make  sure  all  items  are 
marked  with  the  client's  name. 

F.  Explain  meal  schedules,  activities  and  any  other 
information  that  pertains  the  facility  that  the 
client  should  be  told;  explain  visiting  hours. 

G.  Measure  the  client'?  vital  signs  (TPR  &  BP),  weigh  and 
measure  the  client. 

H.  Answer  any  questions  from  the  client  or  family  members 
that  you  are  qualified  to  answer.  Refer  medical 
questions  to  charge  nurse. 

I.  Take  the  client  on  a  tour  of  the  room  and  facility. 
This  should  include  bathroom  facilities,  nurse's  call 
light ,  television  and /or  ladio  equipment,  dining  area , 
visitors '  and /or  clients '  lounge ,  and  location  of  the 
nurses'  station. 

J.  Report  observations  to  charge  nurse  regarding  client's 
physical ,  v^motional ,  and  social  conditions 

11'^.  Summary  and  Conclusion 

A.  Feelings  of  the  client 

B.  Nurse  assistant's  responsibilities 

As  one  of  the  first  staff  members  to  meet  a  new  client . 
you  will  be  making  an  important  lirst  impress  ion- -make  it 
a  positive  one.  Gain  the  trust  of  the  client.  Keep  in 
mind  that  the  long-term  care  facility  is  the  client's  new 
home  and  try  in  every  way  to  make  him/her  feel  welcome  and 
happy  to  be  tl^ere. 


ERIC 


904 


LESSON  FLAN:  59 

COURSE  TITLE:        NURbE  ASSISTANT  

UNIT         IX     :        SPECIAL  PROCEDURES  

CLASSROOM  DISCUSSION: 

1.  How  would  you  feel  if  you  knew  the  long-terra  care  facility 
was  to  be  the  last  place  you  might  live  before  dying? 

2.  What  can  you  do  to  make  the  experience  more  pleasant? 


CLASSROOM.   LABORATORY.    OR  OTF.ER  ACTIVITIES: 

1.  Role-play  greeting  a  new  client  to  the  facility. 

2.  Have     students     writs    down     their     feelings     about  being 
admitted  to  a  long-t«rni  care  facility. 

3.  Role  play  -   fill  out  Admission  Form.     Students  take  turns 
being  client  and  nurse  assistant. 


LfciSSON  FLAN: 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT         IX     :        SPECIAL  PROCEDUHES  

EVALUATION  ITEMS: 

For  each  of  the  following,  write  "T'*  if  the  statement  is  true, 
or  ''F"  if  it  is  false. 


_  1.     It  is  inappropriate  for  the  client  to  feel  unsafe 
avA  insecure  when  admitted  to  a  long-tecra  care 
facility. 

_  2.     When  admitting  a  client,   the  nurse  assistant  should 

be  friendly,   call  the  client  by  name  (that  the  client 
prefers)  and  take  the  client  to  his/her  assigned 
room. 


Do  not  introduce  the  new  client  to  other  clients  for 
a  few  days  to  avoid  confusing  him/her. 

The  meal  schedules  and  activities  of  the  facility 
should  only  be  explained  to  the  family  members. 

Introducing  yourself  and  stating  that  you  are  a  nurse 
assistant  is  important  for  the  client  to  feel 
welcomed . 

Only  clients  admitted  to  an  acute  care  center  have 
vital  signs  measured. 
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LESSON  PLAN:  59 

COURSE  TITLE:       NURSE  ASSISTANT 

UNIT        IX     :      SPLiCJAL  I'Ruci.nmn.s 


ANSWERS  TO  EVALUATION  ITEMS: 


ADMITTING   ROUTINE  FORM 


HO  1 
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A  SAMPLE  ADMISSION  CHECK  LIST 

(Fill  in  every  staiement  and  check  every  appropriate  item) 


Patient's  name  


Room  number 


Time  of  admission 


.a.m. /p.m. 


Date  of  admission 


Unit  ready  to  receive  patient?  YesPNoQ  Equipment  ready?  YesDNoQ 
Admitted  by  stretcher,   i  wheelchair   walking 


Check  identification  bracelet?  YesDNon  Bed  tag  in  place?  YesDNoD 
Did  the  patient  need  help  to  get  undressed?  YesDNoD 

Is  the  patient  in  bed  at  this  time?  ycsDNoP  Time  _a  m  ni 

Side  rails  up?  YesDNoC  ;  t'-  • 

Bruises,  marks,  rashes,  oi  broken  skin  noted?  YesDNoD 

.  ^If yes,describe    '  'j'  

Weight   Heights,  ,    jj,  .  Scale  used?  YesDNoD 


Temperature. 


Pulse„ 


Rrspirations. 


BloodPressure_ 


Admission  urine  sp  -cimen  collected?  YesDNoD  3ent  to  lab?  YesPNoD 
Unusual  behavior  noted?  YesPNoD  Unusual  appearance  noted?  YesDNoD 
If  yes,  describe  

Does  the  patient  have  any  difficulty  with  the  English  language?  YesDNoD 
Is  the  patient  allergic  to  food?  YesDNoD  Allergic  i .  drugs?  YesD  NoD 

Reason  for  admission  

Complaints 


Dentures?  YesONoD  Partial?  YesDNoD  Full?  YesDNoD  Denture  cup? 

YesDNoD     ■    ■  ^ 
Vision  problems?  YesD  NoD  Docs  the  patient  wear  glasses?  YesDNoD 
Valuables:  Money?  YesDNoD  Describe   [  

Jewelry?  YcsD  NoD  Describe  L__  

Is  the  patient  hard  of  hearing?  YesD  NoD  Hearing  aid?  YesD  NoD 

Artificial  limb?  YesGNoP    IJrace?  YesDNoD  • 
Is  the  patient  calm?  YesDNoD  Is  the  patient  very  anxious?  YesDNoD 

Angry?  YesDNoD  Is  the  patient  agitated  or  very  excited?  YesDNoD 
Has  the  patient  ever  had  X  rays  t^ken  in  this  hospital  before?  YesDNoD 
Has  the  patient  b».^a  admitted  to  this  hospital  before?  YesDNoD 

the  clothing  list  completed?  YesDNoD  Signed  by_  

Is  the  signal  cord  attached  to  the  bed?  YesDNoD 

Have  drugs  brought  into  the  hospital  by  the  patient  been  given  to  the  charge 

nurse?  YesDNoD  :  ! 

Name  of  the  nurse  drugs  were  given  td 


Was  the  patient  told  not  to  eat  or  drink  anything  until  the  doctor's  visit? 
YesDNoD  ■  .  !  I 

I  I 
I 

Admitted  by    '  


-r  „  ,   .  .   909 

trom  lirady  bem^  a  Rutsxng  ASglStant 
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L^iSSON  PLAN:  ^60 


COURSE  TITLE:       NUEIS E^  AS S I S T ANT  

UNIT   XX^ :       SPECIAL  PROCEDURES  

SCOPE  OF  UNIT: 

This  unit  covers   special  procedures  which  include:  admission; 
in-house  transfer  and  discharge  of  the  client;  measuring  vital 
signs;    weighing'    measuring    height;    applying    heat    and  cold; 
preventing    and    caring    for    decubitus    ulcers;    and    caring  for 
clients  receiving  oxygen  therapy. 

INFORMATIOIJ  TOPIC:     IX-50  OR  DEMONSTRATION: 

IN-HOUSE  TRANSFER  OR  DISCHARGE 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 
1.     Identify  the  purpose  of  an  in-house  transfer. 


2.    Recognize  the  nurse  assistant's  responsibility  in  transfer 
of  the  client. 


3.  Define  discharge, 

4.  Identify   the   nurse  assistant's  responsibility  in  discharge 
of  the  client. 


UPPLEMENTARY  TEACHING/LEARNING  ITEMS: 


TEACHER  RESOURCES: 


INTRODUCTION: 

Transfer  of  the  client  from  one  area  of  a  facility  to  another 
area  can  be  a  positive  experience  or  it  may  be  very  stressful, 
depending  on  the  reason  for  the  transfer.    Discharge  of  the 
client  who  is  going  home  can  be  a  very  happy  and  pleasant 
experience  if  the  client  and  family  are  prepared,     if  the 
client  is  to  be  discharged  to  the  hospital,  he/she  may  be  very 
anxious.    Should  the  client  or  family  express  concerns  about 
the  transfer  or  discharge,  help  them  by  bringing  these  concerns 
to  the  attention  of  the  charge  nurse. 
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LESSON  PLAN:  60 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  IX   :       SPECIAL  PROCEDURES 


OUTLINE:        (Key  Points) 

I.  Purpose  of  In-House  Transfer  -  to  move  a  client  to 
another  area  of  the  facility,  usually  due  to  change  in 
the  client's  condition,  incompatability  with  a  roommate, 
or  client's  request  for  accommodation  c?iange.  (CD-I) 

II.     Nurse  Assistant- s  Responsibilities  in  Transfer  of  Client 

A.  Reinforce  the  nurse's  explanation  for  the  reasor.  for 
the  change,  (CD-I) 

1.  Must  be  explained  to  the  client  in  advance  of  the 
move,  except  in  an  emergency  situation. 

2.  If    the   client    is    confused,    the   transfer   must  be 
explained  to  a  responsible  person  or  relative. 

B.  Explain  to  the  client  that  the  transfer  is  necessary 
in  order  to  arrange  for  the  best  possible  care  for 
him/her . 

C.  Assist  the  client  to  pack  and  uupac'  ;  check  valuables 
and  clothing  list. 

D.  Assist  charge  nurse  in  making  arrangements. 

E.  Give  reassurance  and  positive  support  to  the  client 
to  prepare  him/her  for  the  move. 

F.  Allow  the  client  time  to  respond  to  the  situation- 

G.  Introduce  the  client  to  the  new  area,  staff,  and 
roommate . 

III.  Discharge  -  the  client  goes  to  another  facility,  home,  or 
to  the  home  of  a  relative/friend. 

IV.  Nurse  Assistant's  Responsibilities  in  the  Hospital 
Discharge  of  Client 

A.  Charge  nurse  will  inform  the  nurse  assistant  when 
client  is  to  be  discharged.  Be  sure  client  is  clean 
and  wearing  appropriate  clothing. 
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B.  Relatives  or  ambulance  will  transport  the  client  in 
most  cases. 

C.  Make  sure  items  are  packed  which  the  client  would 
need  during  a  hospital  stay  -  gowns,  pajamas,  robe, 
dentures,  personal  care  items,  comb  and  brush.  (CD-2) 

D.  If  the  room  is  to  be  held  for  client's  return  from 
hospital,  put  remaining  belongings  in  personal 
storage  area. 

E.  Be  sure  information  about  the  client  goes  to  the 
receiving  facility  with  the  client. 

Nurse  Assistant's  Responsibilities  in  the  Discharge  of  a 
Client  to  the  Home  or  Anotner  Long-Term  Care  Facility 

A.  A  relative  or  friend  usually  comes  for  th-s  client. 

B.  Make  sure  all  belongings  are  sent  with  the  client, 
check  valuables  and  clothing  lists. 

C.  Sometimes  a  client's  clothing  is  sent  home  when 
he/she  is  admitted,  and  you  must  ask  the  family  to 
bring  clothing  to  dress  the  client  for  dischargt. 

D.  Make  sure  the  client's  clothing  is  suitable  for  the 
weather . 

E.  If  the  client  has  special  diet  restrictions  or 
medications  are  to  be  sent,  check  with  the  charge 
nurse  before  the  client  leaves  the  facility.  The 
charge  nurse  is  responsible  for  giving  these  to  the 
client . 

F.  Check  inside  the  bedside  table  drawers,  closet  a;id 
storage  room  to  make  sure  nothing  is  forgotten. 

G.  The  facility  is  responsible  for  the  safety  of  the 
client  until  he/she  is  placed  inside  the  car.  (CD-3) 

H.  Strip  the  unit  after  the  client  has  been  discharged. 

I.  Check  linen  for  possessions  as  you  strip  the  bed. 

J.    Notify  housekeeping  so  the  unit  can  be  thoroughly 
cleaned. 

K.    Remove,  clean,  and  disinfect  any  utensils  that  are 
not  risposable. 

L.    After  the  unit  is  cleaned,  set  it  up  so  that  it  will 
be  ready  for  the  next  admission. 
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Summary  and  Conclusion 

A.  Purpose  of  in-house  transfer 

B.  Nurse  assistant's  responsibilities  in  transfer  of 
cl ient 

C.  Discharge 

D.  Nurse  assistant's  responsibilities  in  the  hospital 
discharge  of  client 

E.  Nurse  assistant's  responsibilities  in  the  discharge 
of  a  client  to  the  home  or  another  long-term  care 
facility 

Any  change  of  environment  can  be  difficult  for  the 
elderly  client  to  accept;   it  is  up  to  the  nursing  staff 
to  assist  the  client  in  feeling  comfortable  with  that 
change.     Try  to  reduce  the  stress  and  anxiety  the  client 
and/or  family  may  be  feeling. 
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LESSON  PLAN:  60 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT         IX     :       SPECIAL  PROCEDURES  

CLASSROOM  DISCUSSION 

1.  Why  would  a  client  need  to  be  transferred? 

2.  What  kinds  of  items  would  you  pack  for  the  client  who  is 
being  discharged  to  the  hospital? 

3.  When  is  the  facility  no  longor  responsible  for  the  client 
who  is  to  be  discharged? 

4.  What  might  be  some  fears  the  client  may  have  if  being 
discharged  home  alone? 


CLASSROOM,   LABORATORY,   OR  OTHER  ACTIVITIES: 

1.      Role-play  transferring  or  discharging  a  client. 


LESSON  PLAN: 
COURSE  TITLE: 
UNIT        IX  : 


60 

NURSE  ASSISTA^^T 
SP/ZCIAL  PROCEDURES 


EVALUATION  ITEMS: 

1.  Which  oiie  of  the  followinc;  is  the  purpose  of  transferring  a 
client  to  another  facility?      (Circle  the  letter  of  the 
correct  answer. ) 

a.  To  introduce  the  client  to  mo:e  people  his/her  own  age. 

b.  To  better  provide  for  a  client's  care  due  to  a  change 
in  the  client's  condition,  due  to  inoompatability  with 
a  roommate,  or  client's  request  for  iccommodation 
change . 

c.  To  prevent  the  client  from  staying  in  one  room  too 
long  and  becoming  att'.:hed  to  the  room. 

d.  To  improve  the  family  relationship. 

2.  Define  the  word  discharge  as  used  in  this  lesson. 


For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

  3.    The  long-term  care  client  must  be  notified  in  advance 

of  a  transfer. 

  4.    A  client  should  take  all  of  his/her  belongings  when 

disch^T-ged  to  another  hospital. 

  5.    The  client  is  responsible  for  obtaining  his/her  own 

'     medications  and  diet  instructions  when  discharged. 

  6.    As  soon  as  the  doctor  writes  the  dismissal  ordec.  the 

long-term  care  facility  is  no  longer  responsible  for 
the  client. 

  7.     Information  about  the  client  should  be  eeat  along  with 

him/her  to  the  hospital. 

  8.    You  should  remove,   clean,  and  disinfect  any  utensils 

that  are  not  disposable  after  the  client  is 
discharged . . 


S:::i 
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LESSON  PLAN:  _iO_ 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT         IX     :       SPECIAL  PROCEDURES  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  b 

2.  Discharge  -  the  client  goes  to  another  facility,  home,  or 
to  the  home  of  a  relative/friend. 

3.  T 

4.  T 

5.  F 

6.  F 

7.  T 
8. 
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LESSON  PLAN:  61 

COURSE  TITLE:       NURSE  ASSISTANT 


ERIC 


UNIT  IX   :       SPECIAL  PROCEDURES  .  

SCOPE  OF  UNIT: 

This  unit  covers   special  procedures  which  include:  admission: 
in-house  transfer  and  discharge  of   the  client;   measuring  vital 
signs;    weighing,    measuring    height;    applying    heat    and  cold; 
preventing    and    caring    for    decubitus    ulcers:    and    caring  for 
clients  receiving  oxygen  therapy. 

INFORMATION  TOPIC:     lX-61         OR  DEMONSTRATION: 

TEMPERATURE.   PULSE.   AND  RESPIRATIONS  (TPR) 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Match  terms  presented  in  this  1^    son  to  correct  definitions. 

2.  Identify  the  normal  range  of  body  temperature. 

3.  Identify  three  types  of  thermometers. 

4.  Recognize  three  ways  to  measure  a  temperature. 

5.  List    three   conditions    that   would    indicate    not   to  measure 
teirperature  uy  the  oral  route. 

6.  Describe   the    length   of    time   to  measure  a    temperature  for 
each  of  the  three  routes. 

7.  Identify  the  normal  pulse  range. 

8.  List  four  locations  at  which  a  pulse  can  be  checked. 

9.  Identify  the  normal  range  for  respirations. 

10.  Recognize  three  signs  of  normal  respirations. 
SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  HO  1:     Common  Thermometers 

2.  HO  2:     Sites  for  Measuring  a  Pulse 

3.  AS  1:     Reading  a  Thermometer 

4.  Trainex      filmstrip      #371:         "Temperature,       Pulse.  and 
Respirations 

5.  TLC  filmstrip:     ^'How  to  Jake  four  Patient's  Temperature" 

6.  TLC    filmstrip:      "How    to    Take    Yout    Patient's    Pulse  and 

Respirations"  92i 
O  ,         7.    Projector  Sl^l) 


TEACHER  RESOURCES: 


INTRODUCTION: 

Measuring  teiaperature,  pulse,  and  respirations  is  part  of 
checking  vital  signs.    This  is  a  procedure  that  you  must 
completely  understand  how  to  perform  so  that  you  will  feel 
confident  and  be  accurate.     Some  medications  and  treatments  may 
be  administered  or  discontinued  depending  upon  what  the  vital 
signs  are.     If  you  are  ever  in  doubt*  ask  the  charge  nurse  to 
recheck  your  reading.    The  following  lesson  plan  will  give  you 
some  of  the  answers  as  to  why  these  are  considered  the  signs  of 
life.    The  following  lesson  plans  will  then  inform  you  of  the 
actual  steps  of  the  procedure. 
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LESSON  PLAN:  _61 

COURSE  TITLE:     J^URSE  ASSISTANT 


UNIT  IX   :       SPECIAL  PROCEDURES  

OUTLINE:     (Key  Points) 

I.  Terms  and  Definitions 

A.  Axilla  -  armpit 

B.  Body  temperature  -  the  amount  of  neat  in  the  body 
that  is  a  balance  between  the  amount  of  heat  produced 
and  the  amount  lost  by  the  body 

C.  Cheyne-Stokes  -  a  pattern  of  breathing  in  which 
respirations  gradually  increase  in  rate  and  depth  and 
then  become  shallow  and  slow;  breathiig  may  stop  for 
10  to  20  seconds 

D.  Pulse  -  the  t?MC  of  the  hear,  felt  at  an  artery  as  a 
wave  of  bTood  paises  through  the  artery 

E.  Pulse  rate  -  the  number  of  hr^rtbeats  or  pulses  felt 
in  one  minute 

F.  Respirations  -  act  of  breathing  in  and  out  of  the 
lungs  (inhalation/exhalation) 

G.  Vital  signs  (signs  of  life)  -  temperature,  pulse, 
respirations  and  bl'^^'  pressure 

II.  Body  Temperature 


A 


A  balance  between  heat  gained  and  b^"^  lost. 


B.     Our   body  must  have  a   constant  t  dture  in  order  to 

function  properly.  (CD-I) 

1 .  Normal    range    for    a    resting    person    io    97  oF  to 
99oF. . 

2.  Normal  oral  temperature  is  98.6oF.. 

3.  Report    to    the    charge    nurse    if    temperature  does 
not  fall  within  this  range. 
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C.  Heat  is  conserved  by  the  body  as  follows: 

1.  Reduction  of  perspiration 

2.  Vasoconstriction  -  decrease  in  flow  of  blood  to 
skin. 

3.  Shivering  -  increased  muscle  activity  to  produce 
heat 

D.  Heat  is  lost  by  the  body  as  follows: 

1.  Vasodilation  -  increased  blood  flow  to  skin* 
flushed  appearance 

2.  Through  the  lungs  by  breathing  -  increased 
respirations  rate 

3.  Elimination  of  urine,  stool,  and  perspiration 

E.  Fever  -  an  elevation  of  the  body  temperature  above 
the  usual  normal  range. 

F.  Measures  to  raise  body  temperature, 

1.  Increase  the  temperature  of  the  room. 

2.  Add  coverings  to  the  body. 

3.  Provide  hot  liquids  to  drink. 

4.  Give  warm  bath  or  soaks. 

G.  Measures  to  lower  body  temperature 

1.  Decrease  the  temperature  of  the  room. 

2.  Remove  coverings  from  the  body. 

3.  Offer  cool  liquids  to  drink. 

4.  Provide  cool  bath  or  sponging. 

5.  Direct  £*n  toward  the  body. 
III.    Measuring  Body  Temperature 

A.     Glass  thermometer  (CD-2) 
1.    The  thermometer  has  a  bulb  end  and  a  stem  end. 
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2.  Mercury  collect.^  in  the  bulb  end;  when  warmed  it 
rises  up  a  hollow  tube  in  the  stem  of  the 
thermometer . 

3.  The  temperature  is  recorded  at  the  point  the 
mercury  stops. 

Types  of  thermometers:  (HO-1) 

1.  Glass  with  long,  narr  w  tip 

a.  Used  for  oral  or  axillary  temperatures 

b.  Color-coded  blue 

c.  Never  used  to  measure  rectal  temperature 
because  it  could  injure  tissucb  in  the  rectum 

2.  Glass  with  rounded,  stubby  tip 

a.  Used  for  measuring  rectal  temperature 

b.  Color-coded  red 

3 .  Electronic 

a.  Portable  and  battery  operated 

b.  Measures  temperature  within  2  to  60  seconds, 
depending  upon  model. 

c.  Displays  temperature  digitally  on  front  of 
thermometer  unit. 

d.  oral  (blue)  and  rectal  (red)  probes  are 
suppl ied . 

e.  Disposable  cover  or  sheath  is  used  to  cover 
the  probe. 

f.  Use  the  covers  only  once  and  then  discard. 

(CD^3) 

Reading  a  glass  Fahrenheit  scale  thermometer 

1.  Each  long  line  represents  one  degree  -  94^,  95^, 
etc . 

2.  Odd-numbered  degrees  (95°,  97°,  etc.)  are  not 
written  on  the  thermometer 


3.  Each  short  mark  is  two-tenths  of  a  degree;  they 
go  from  2/10  to  8/10  between  the  larger  numbers 

4.  Two-tenths  means  the  same  whether  it  is  written 
as  2/10  or  .2  . 

5.  The  small  arrow  jji.  indicates  the  normal  oral 
temperature  of  98.6^F  ^'"^  -4) 

D.     Locating  the  mercury 

1.  Hold  the  thermometer  at  ths  stem  end;  NEVER  AT 
THE  BULB  ^ND. 

2.  Stand  with  your  back  to  the  light. 

3.  Hold  thermometer  at  eye  level  and  rotate  it 
slightly  back  and  forth  until  the  column  of 
mercury  is  visible. 

Ways  to  Measure  a  Temperature 

A.  Oral 

1.  Most  common  and  convenient  way  of  measuring  the 
temperature 

2.  Time  required  for  an  accurate  reading  is  five  to 
eight  minutes 

3.  Average  normal  oral  temperature  is  98.6^F. 

4.  DO  NOT  MEASURE  AN  ORAL  TEMPERATURE  IF  THE  CLIENT: 

a.  Has  been  smoking,  chewing  gum«  or  consumed  a 
hot/cold  beverage;  wait  15  minutes  (CD-5) 

b.  Is  unconscious 

c.  Has  had  surgery  or  an  injury  to  the  face, 
neck,  nose  or  mouth 

d.  Is  receiving  oxygen 

e.  Breathes  through  the  mouth  instead  of  the  nose 

f.  Is  delirious,  restless,  confused  or 
disoriented 

g.  Is  paralyzed  ou  c      side  of  the  body  due  to  a 
stroke 

5.  Instruct  client  not  to  talk  during  procedure. 

< 
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1.  Most  accurate  measure  of  body  tezriperaturc;  but 
this  route  is  not  routinely  used  except  when  oral 
measuLeraent  cannot  be  used  for  reason(s)  listed 
previously . 

2.  Time  required  for  an  accurate  reading  is  three  to 
four  minutes . 

3.  Average  normal  rectal  temperature  is  99.6°F. 

4.  Client  should  not  be  left  alone  during  procedure; 
thermometer  should  always  be  held  while 
temperature  is  being  measured  with  client  on 
his/her  s ide . 

5.  Lubrication  of  thermometer  is  important  so  that 
it  can  be  inserted  easily  and  not  ca\.se  tissue 
injury. 

6.  DO  NOT  MEASURE  A  RECTAL  TEMPERATURE   IF  THE  CLIENT: 

a.  Has  diarrhea 

b.  Has  a  rectal  disorder,  injury  or  recent  rectal 
surgery  (CD-7 ) 

1.     In  charting,   indicate  rectal  r>ethod  by  writing  "R" 
after  the  numbers;   for  exaraole  99  R. 

Axillary 

1.  Least  accurate  method;   used  only  when  temperature 
cannot  be  measured  orally  or  rectally. 

2.  Time  required  for  an  accurate  reading  is  10  to  12 
minutes . 

3.  Average  normal  axillary  temperature  is  97.6°  F. 

4.  This  method  should  not  be  used  immediately  after 
bat^.ing;   the  axilla  should  be  dry.  Thermometer 
should  be  held  in  place  to  maintain  proper 
position. 

5.  In  charting,   indicate  axillary  method  by  writing 
"A"  after  the  numbers;  for  example  96.P^A. 
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Pulse 


A.  Puise  is  the  beat  of  the  heart  felt  at  an  artery  as  a 
wave  of  blood  passes  through  the  artery;  a  oulse  can 
be  felt  every  time  the  heart  beats. 

B.  Pulte  rate  is  the  number  of  beats  felt  in  1  minute; 
The  normal  range  for  an  adult  is  between  60  to  100 
beats  per  minute.     Report  to  charge  nurse  if  pulse 
does  not  fall  within  this  range. 

1.  Normal  range  for  an  infant  is  100-140  beats  per 
minute . 

2.  Normal  range  for  a  child  is  80-110  beats  per 
minute . 

C.  Factors  that  elevate  the  pulse 

1.  Exercise 

2.  Strong  emotions  (anger,   fear,  etc.) 

3.  Fever 

4.  Pain 

5.  Shock 

D.  Factors  that  lower  the  pulse 

1.  Resting 

2.  Depression 

3.  Certain  drugs  (such  as  digitalis) 
Measuring  the  Pulse 

A.  When  measuring  the  pulse,  count  the  rate  for  one  full 
minute . 

B.  When  measuring  the  pulse  note  the  rhythm  of  the  pulse 

1.  Regular  rhythm      pulse  is  felt  in  a  pattern  with 
the  same  time  interval  occurring  between  beats. 

2.  Irregular  rhythm  -  noted  when  the  beats  are 
unevenly  spaced  or  beats  are  skipped. 

C.  When  measuring  the  pulse,  note  the  force  of  the  pulse 

1.     A  forceful  pulse  is  easy  to  feel  and  is  described 
as  being  strong,  full,  or  bounding. 
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2.     A  weak  pulse  is  hard  to  feel  and  is  debcribed  as 
weaK  oc  thready. 
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Vll.     bites  tor  Measuring  Pulse  (HO  2) 

A.  Radial  pulse 

1.  Most  common  and  convenient  site. 

2.  Pulse  is  located  on  the  .^^^e  of  the  wrist  near  the 
client's  thumb;   it  can  be  fe^t  by  placing  the 
first  three  fingers  of  one  haad  again3t  the  radial 
artery . 

3.  Do  not  measure  the  pulse  with  your  thumb,   it  has  a 
pulse  of  its  own,  which  could  be  mistaken  for  the 
c 1 ient ' s  pu 1 se . 

4.  It  is  routine  to  measure  a  client's  pulse  and 
respirations  while  measuring  the  temperature. 

5.  Do  not  record  the  pulse  immediately;   keep  the 
number  in  mind  and  continue  holding  the  client's 
hand  until  you  have  counted  the  respirations. 

B.  Carotid  pulse   (used  in  CPR  mainly  -   not  good  for 
vital  signs) 

1.  Located  on  the  side  of  the  neck. 

2.  Check  one  s ide  at  a  time;   never  push  on  both 
carotid  arteries  at  the  same  time--this  will  cause 
f aint  ing . 

C.  Brachial  pulse  -   located  at  the  bend  of  the  elbow 

D.  Femoral  pulse  -  located  at  the  groin  area 

E.  Apical  pulse 

1.  Located  on  the  left  side  of  the  chest  slig.'itly 
below  the  nipple;  roust  use  a  stethoscope  tc  listen 
to  pulse  beat. 

2.  The  heartbeat  normally  sounds  like  a  "lub-dub." 
Each  "lub-dub"   is  counted  as  one  beat. 

V  i 1 1 .   Rebpir at  ions 

A.     One  respiration  includes  breathing  in  ar^^  breathing 
out;   the  chest  rises  upon  inhalation  and  fa^ls  during 
exhalation. 


X. 
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B.  Respiratory  rate  is  the  number  of  respirations  in  one 
minute;  the  normal  range  for  an  adult  ic  between  14 
and  20.     Report  to  the  chrrge  nurse  if  respirations  do 
not  fall  within  this  range. 

1.  Normal  range  for  an  infant  is  more  rapid. 

2.  Normal  range  for  the  elderly  is  more  slow. 

C.  The  respiratory  rate  is  affected  by  the  same  factors 
as  those  that  can  elevate/lower  the  pulse. 

Measuring  Respirations  {CD-^9) 

A.  Normal  respirations  are: 

1.  Quiet 

2 .  Effort  less 

3.  Regular 

4.  Both  sides  of  chest  rise  and  fall  equally 

B.  To  count  respirations  you  must  be  able  to  see  the 
chest  rise  and  fall.     The  client  must  not  be  aware 
that  you  are  counting  respirations  because  he/she  may 
subconsciously  or  intentionally  alter  the  pattern. 

C.  Count  the  respirations  right  after  counting  the  pulse; 
the  fingers  should  be  left  in  place  over  the  pulse 
bite,  thus  the  client  will  assume  that  the  pulse  is 
still  being  counted. 

Summary  and  Conclusion 

A.  Body  temperature 

B.  Measuring  body  temperature 

C .  Ways  to  measure  a  temperature 

D.  Pulse 

E.  Measuring  the  pulse 

F.  Sites  for  measuring  a  pul^e 

G.  Respirations 

H.  Measuring  respirations 

Measuring  the  TPR  contributes  to  the  overall  evaluation 

of  the  clien^i's  condition.     It  ^iiould  be  done  w^th  great 

accuracy  and  whenever  there  is  an  indication  of  change  of 

condition.     Most  facilities  cfie'^k  the  client  *s  TFR  at 
least  once  a  month. 


LESSON  PLAN: 
COURSE  TITLE: 
UNIT        IX  : 


61 

NURSE  ASSISTANT  

SPECIAL  PROCEDURES 


CLASSROOM  DISCUSSION 

1.  What  16  normal  oral  temperature  considered  to  be? 

2.  What  is  the  substance  contained  in  a  glass  thermometer? 

3.  Ace  the  probe  covers  used  with  an  electronic  thermometer 
reusable? 

4.  What  does  the  small  arrow  indicate  on  a  glass  thermometer? 

5.  How  long  should  you  wait  i£  a  client  has  been  chewing  gum 
before  checking  the  thermometer? 

6.  What  should  you  remember  to  do  before  inserting  a 
thermometer  into  the  rectum? 

7.  When  recording  a  rectal  or  axillary  temperature,  what 
should  you  do? 

8.  When  checking  an  apical  pulse,  what  piece  of  equipment  do 
you  need? 

9.  Is  it  normal  for  someone  to  breathe  rapidly  while  resting? 


CLASSROOM,   LABOPATORY,  OR  OTHEP  ACTIVITIES: 

1.  Show  students  different  types  of  thermometers. 

2.  Have  students  locate  pulse  at  different  oites. 

3.  Have  students  complete  AS  1:     Reading  a  thermometer. 


931 


9 


ERIC 


LESSON  PLM^:  61 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT         IX     :       SPECIAL  PROCEDURES 


EVALUATION  ITEMS:  NAME  OF  STUDENT. 


Match  the  following  terms  to  correc*:  definitions  by  writing  the 
letter  in  the  blank. 

  1.    Axilla  a.     Act  of  breathing  in  and  out 

of  the  lungs 

  2.     Body  temperature  b.     Balance  of  amount  of  heat 

produced  and  amount  of  heat 
lost  by  the  body 

  3.     Cheyne-Stokes  c.     TPR  and  BP 

  4,     Pulse  d.    A  patcern  of  breathing  in 

which  respirations  are 
uneven  and  may  stop  for 
brief  periods 

  5.     Pulse  rate  e.  Armpit 

  6.     Respirations  f.     The  beat  of  the  heart  felt 

at  an  artery  as  a  wave  of 
blood  passes  through  it 

  7.    Vital  signs  g.     The  number  of  heartbeats 

felt  in  one  minute 

8.  Write  down  the  normal  adult  ranges  for  temperature, 
pulse,  and  respirations; 

a .  Temperature  - 

b.  Pulse  - 

c.  Respirations  - 

9.  Which  of  the  following  is  not  a  type  of  thermometer 
used?     (Circle  the  letter  of  the  correct  answer.) 

a.  Electronic 

b.  Glass  with  long,  narrow  tip 

c.  Stethoscope 

d.  Glass  with  rounded,  stubby  tip 


S3o 
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10.  Which  of  the  following  is  not  a  way  to  measure  a 
temperature? 

a.  Under  the  knee 

b.  Axilla 

c.  Rectal 

d.  Oral 

11.  List  three  conditions  that  would  indicate  not  to 
measure  a  temperature  by  the  oral  route. 

a . 

b. 

c . 

12.  Describe  the  three  routes  to  be  used  and  how  long  you 
should  meajure  the  temperature  by  each  route. 

a . 

b. 

c. 

13.  List  five  locations  at  which  a  pulse  can  be  checked, 
a . 

b. 
c. 
d. 
e. 

14.  Which  of  the  following  are  signs  of  normal 
"respirations?     (Cii^cle  the  correct  answer) 

a .  Effortless 

^ .  Regular 

c.  Ouiet 

d.  All  of  the  above 
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LESSON  PLAN:  _tl_ 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT        IX     :       SPECIAL  PROCEDURES 


ANSWERS  TO  EVALUATION  ITEMS* 


1 . 

e 

2 

b 

3  . 

d 

4. 

f 

5. 

g 

6. 

a 

7  . 

c 

Q 

O  . 

a 

b. 

c . 

9. 

c 

10. 

a 

11. 

The 

a . 

b. 

c . 

d. 

e . 

f . 

^ » 

12. 

a . 

b. 

c . 

13. 

a , 

b. 

c . 

d. 

e . 

14. 

d 

Temperature  -  97oF-99oF 

Pulse-for  an  adult  -  60-100  beats/minute 

Respirations-f or  an  adult  -  14-20/minute 


student  may  list  any  three  of  the  following: 
If  client  is  unconscious. 

If  client  has  had  surgery  or  an  iniury  to  the  face, 

neck,  iiose,  or  mouth. 

If  client  is  receiving  oxygen. 

If  client  breathes  through  the  mouth  instead  of  the 
noce . 

If  client  is  delirious,  restless,  confused  or 
disoriented . 

If  client  is  paralyzed  on  one  side  of  the  body  due  to 
a  stroke. 

If  clierc  hae  been  smoking,  chewing  gum,  or  just 
consumed  a  hot/cold  beverage.    Wait  15  minutes. 
Or a  1  -  most  convenient  and  common  way  of  measuring 
the  t  impei:ature;  time  required  is  five  to  eight 
minutes . 

Rectal  -  most  accurate  method;  generally  used  when 
oral  temperature  cannot  be  measured;  time  required  is 
three  to  four  minutes 

Axillary  -  lease  accurate  method;  used  when  oral  or 
rectal  temperature  cannot  be  measured:  time  required 
is  10-12  minutes 

Radial  -  side  of  wrist  near  client's  thumb 
Carotid  -  side  of  neck 
Brachial  -  bend  of  elbow 
Femoral      groin  area 

Apical  ~  left  side  of  chest  slightly  below  nipple 
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COMMON  THERMOMETERS 


(Fahrenheit) 


J  .4  .6  .8  86  J  .4  6  .8 


||$6        98|     100      102      104     iJ6  108 

Iill|ll!I[ilil|li^i|iHI|iUI|iIll|ilH[  III[|liil|hl[ii[  Jlilij 


Orml  TlMrmonMUr 


X 

o 


SITES  FOR  MEASURING  A  PULSE 


HO  2 


READING  A  THERMQMF.TF 


AS  1 


1.  Write  the  readings  on  these  thermometers  m  the  blanks  to  the 


right 


(c 


(c 


92       94  96 


98      100  102 
llil|iMiMIII|liir 


104  106 

TT 


108 


92       94       96  1 00      102      1 04     106  loc 


(c 


c. , 


92  94       96       98      100      102      )04     105  108 


^  T^^n""l""l""l""l"!'|""I""l""l""l"l'l'l"l"'l"l'l""l 

P.|C^Ki*j^  !i:nv.n.ti':-M.lMi.i>L'^iAa  


2  Mark  the  temperature  readings  on  these  thermometers 
a.  98  6° 

0  ^ 


92       94       96       98      100      1C2      104     106  108 

|iiii|iiii|nii|iiii|hii|iiii|im|nii|iiii|iiii|iiii|i|ii|iiii|iii|iiii|iin[  

O  =3 


b.  99  2° 


c.  101.8° 


(c 


d.  1030 


(C 


92       94       96        98       100       102       104     106  108 

|lll'|llll|llll|llll|llllillll|IMI|llll|lll||llll|ll|||||||||||||||||||||[|l|||  - 


92       94  96        98      100      102      104     106  108 

■  I  'inT,Tryini|ii|i|iin|iiii|iiii|iiii[iiii|iiii|iii|nii[i  mj— 


92       94       96       98  100      102      1U4     106  108 


i>iiii""r"'i""i""i""i"i'i""l'^"i""i""i"i'i""i'"' 
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ANSWERS  TO  ASSIGNMENT  SHEET- 1 
READING  A  THERMOMETER 


1.  Write  the  readings  on  these  thermometers  in  the  blanks  to  the  right 


a.. 


V 


92       94  96 


98      100      102      104    106  108 

ii|iin|iiii[iiii|iii![iiii| iiii|iiii|iii|iui[irii[  • 


(c 


92       94       96       98      100      102      104  106 

|ii!i|iiii|iiii|iiii|iiir|tiii|im|iiiT|iiii|iiii|i!ii| 


108 


=) 


92 


94 


96 


98  100 


102 


104 


TTTTT 


106 


108 

rpmp 


2.  Mark  the  temperature  readings  on  these  thermometers, 
a.  98.6'^ 


92       94       96       98      100      102      104    106  108 

llll|IIII{l>l|llll{f|ll| 


b.  99 


92       94       96       98      100      102      104     106  108 

"  "p[ii[;iiij!ii'ji!;^jnpnM:;ii':|iiM[iin[iitijiiii|iin 


c.  101.8° 


92       94       96       98      100      102      104     106  108 


|iiii|ii;.|iiii|iiii|iiii[iiii|ii|i|iiii|iiii[iiii[iiii|iiii|iiii|iii[iiii|iiu|  


d.  103° 


92  94       96       98      100      102      104    106  108 

7nTTJTTTT[lfTT]l|ll|ll|l|llll|im|l!ll|llll|llll)llll|l|||[||l||lll|ITTT^^ 
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LESSON  PLAN: 

COURSE  TITLE: 


62 


NURSE  ASSISTANT 


UNIT 


IX  : 


SPECIAL  PROCEDURES 


SCOPE  OF  UNIT: 

This  unit  covers  special  procedures  which  include:  admission; 
in-house  transfer  and  discharge  of  the  ^Uient;  measuring  vital 
signs;    weighing,    measuring    height;    applying    heat    and  cold; 
preventing    and    caring    for    decubitus    ulcers;    and    caring  for 
clients  receiving  oxygen  therapy. 


INFORMATICN  TOPIC: 


OR 


DEMONSTRATION:   , IX-62 


MEASURING  and  RECORDING  A  TPR 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Demonstrate  how  to  measure  an  oral  temperature  according 
to  the  steps  of  procedure. 

2.  Demonstrate  how  to  measure  a  rectal  temperature  according 
to  the  steps  of  procedure. 

3.  ^em.aslrdwc     how     to     measure     an     axillary  temperature 
according  to  the  steps  of  procedure. 

4.  Demonstrate  how  to  count  pulse  and  respirations  according 
to  the  steps  of  procedure. 
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SUPPLEMENTARY  TEACH TNG/ LEARN  I NG  ITEMS: 
1.        Glass  oral  thermoirieter  and  holder 

Glass  rectal  thermometer  and  holder 


2 

3 

4 

5 
6 
7 
8 
9 

10 


Electronic  thermometer  with  oral  and  rectal  probes  and 
disposable  probe  covers. 

Tissues 

Plastic  thermometer  cover  (if  available) 
Paper  and  pen 

Water-soluble  lubricant  (rectal) 
Disposable  glo\^es  (rectal),  if  available 
Towel  (axillary) 

S  j  -i 


Chase  doll 
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TEACHER  RESOURCES: 


INTRODUCTION: 


Now  that  you.  the  nurse  assistant,  have  an  understanding  of  the 
importance  of  TPR.  the  actual  steps  to  be  taken  when  performing 

Jii^nct^r?t?^K"  presented.       The     procedures  will 

demonstrate  how  to  measure  a  temperature  by  three  different 
routes  as  well  as  using  the  various  types  of  thermometers. 
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LESSON  PLAN:  62 

C0URS2  TITLE:         NURSE  ASSISTANT  

UNIT   IX_:         SPECIAL  PROCEDURES  

STEPS  OF  PROCEDURE: 

Measuring  Oral  Temperature,  Pulse,  and  Respirations: 
Steps  beginning  procedure 

1.  Wa*?h  your  hands. 

2.  Assemble  necescary  equipment. 

3.  Identify  and  greet  client.     Identify  self. 

4.  Explain  what  you  are  going  co  do. 

5.  Provide  privacy. 

6.  Rinse  thermometer  with  cool  water  if  it  has  been 
soaked  in  disinfectant  solution. 

7.  Check  thermometer  for  breaks  or  chips. 

8.  Shake  down  thermometer  to  95of  or  below:  (CD-2) 
t.i.mly  grast         the  stem  end  and  snap  your 

wrist  several  times . 

TPR  procedure 

9.  Client  should  be  sitting  or  lying  down.  (CD-I) 

10.     Ask  client  to  open  mouth  and  raise  tongue.  Place 
the  thermometer  bulb  under  the  client's  tongue 
in  the  middle  of  the  mouth. 


11,  Instruct  the  client  to  hold  the  thermometer  in 
place  by  closing  his/her  lips  around  the  thermometer, 
while  holding  bulb  under  tongue.     Leavc^  in  place  for 
at  least  five  minutes. 

12.  Rest  client's  arm  across  his/her  chest  for  ease  in 
observing  rise  end  fall  or  chest  cavity  during 
respirations . 

13-     Place  finger  tips  over  radial  artery  and  locate 

pulse.  (CD^3) 

1'      N^te  if  the  pin^e  ip  strong  or  veak  and  regrlar  or 
irregular.  (CD-4) 
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15.  Count  the  pulse  for  one  full  minute. 

16.  Continue  to  hold  the  client's  wrist  and  begin 
counting  when  you  see  the  chest  rise:  count 
respirations  for  one  full  minute. 

17.  Note  any  abnormal  characteristics  of  either  pulse  or 
respirations . 

16.    Recount  either  pulse  or  respirations  if  unsure. 

19.  Record  pulse  and  respirations  on  paper. 

20.  Grasp  the  stem  end  of  the  thermometer  and  remove  it 
from  the  c^lient's  mouth  and  wipe  it  from  the  stem 
toward  the  bulb  end  with  a  tissue  (clean  to 
dirty.  (CD-5) 

21.  Read  the  thermometer. 

22.  Record  the  temperature  on  the  paper. 

23.  Shake  down  the  thermometer. 
Steps  ending  procedure 

24 .  Remove,  clean,  and  store  equipment. 

25.  wash  your  hands. 

26.  Make  the  client  comfortable:  place  call  signal 
within  reach. 

27.  Record  observations. 

NOTE:    Report  anything  unusual  to  the  charge  nurse. 
Measuring  Oral  Temperature  with  an  Electronic  Thermometei 
Steps  beginning  procedure 

1-5.    See  steps  1-5  of  taking  oral  temperature*  pulse, 
and  respirations  procedure. 

Oral  temperature  procedure 

6.  Client  should  be  sitting  or  lying  down. 

7.  Make  sure  oral  probe  is  plugged  into  the  thermometer. 
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8.  Remove  the  probe  from  the  unit  and  insert  it  into  a 
probe  cover. 

9.  Ask  client  to  open  the  mouth  and  raise  the  tongue: 
place  covered  probe  at  the  base  of  the  tongue  on 
either  side. 

10 .  Ask  the  client  to  lower  the  touque  and  close  the 
mouth.     Hold  the  probe  in  the  client's  mouth. 

11.  Read  the  temperature  on  the  digital  display  when  the 
tone  is  heard  or  when  there  is  a  flashing  or  steady 
light. 

12.  Remove  the  covered  probe  from  the  client's  mouth  and 
discard  the  probe  cover  by  pressing  the  eject  button. 

13.  Record  the  temperature  on  paper. 

14.  Return  the  probe  to  the  holder. 

15-22.      Count  pulse  and  respirations.     Seo  steps  12-19  of 
taking  oral  temperature,  pulse,  and  respirations 
procedure .  (CD-7 ) 

Steps  ending  procedure 

23-26        See  steps  24-27  of  taking  oral  temperature,  pulse, 
and  respirations  procedure . 

Measuring  Rectal  Temperature 
Steps  beginning  i  :ocedure 

1-8.     See  steps  1-8  of  taking  oral  temperature,   pulse,  and 
respirations  procedure. 

Measure  rectal  temperature 

9.     Client  should  be   lying  on  his/her  side  with  upper  leg 
flexed.  {CD-8) 

10.  Wear  disposable  gloves. 

11.  Rinse  thermoo'--' er  with  cool  water  if  it  has  been 
soaked  in  disinfectant  solution. 

12.  Check  thermometer  for  breaks  or  ch^ps. 

13.  Shake  down  thermometer  to  95^  F  or  below;  firmly  grasp 
at  the  stem  end  and  snap  your  wrist  several  times. 


14.  Put    a    small    amount    of    lubricant    on    a    tissue  and 
lubricate  the  bulb  end  of  the  thermometer. 

15.  Raise    the    upper    buttock    to    expose    the    anus;  insert 
bulb  end  ot  the  thermometer  one  inch  into  the 

rectum.  {CD^9) 

16.  Hold    the    thermometer     in    place    for    three    to  four 
minutes . 

17.  Remove    the    thermometer.      Wipe    it    c^ean   with  tissues 
from  the  stem  toward  the  bulb. 

18.  Place  the  thermometer  on  clean  toilet  tissue,  wipe  the 
anal  area  to  remove  excess  lubricant. 

19.  Cover  the  client. 

20.  Read  the  thermometer  and  record  temperature  on  paper. 

21.  Shake  down  the  thermometer. 
Steps  ending  procedure 

22-25.       See  steps  24-27  of  taking  oral  temperature,  pulse, 
and  respirations  procedure. 

26-33.      Pulse  and  respirations  may  be  measured  as  in  oral 
temperature  procedure  after  the  temperature 
measured;  see  I.B.,  steps  12™19  of  measuring  oral 
temperature,  pulse,  and  respirat ionfs  procedure. 

(CD-IO) 

Measuring  an  Axillary  Temperature 
Steps  hftginning  procedure 

1-8    Seo   steps    1-8   of    taking  oral   temperature,    pulse,  and 
respirations  procedure . 

Measuring  an  axillary  temperature 

9.     Client  should  be  sitting  or  lying  down.  (CD-11) 

10.  Help  the  client  reiiicve  an  arm  from  the  sleeve  of  the 
gown. 

NOTE:     Do  not  expose  the  client. 

11.  Dry  axilla  of  excessive?  perspiration  with  a  towel. 
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12.     Place  bulb  end  of  thermometer  in  the  center  of  axilla. 


13.     Bring  the  arm  across  the  chest  to  snugly  hold  th. 
thermometer  in  place  for  10  to  12  minutes. 

14-21.      Pulse  anci  respirations  may  be  measured  while 
thermometer  is  in  place.     See  steps  12-19  of 
measuring  oral  tempera ture«  pulse*  and  respirations 
procedure . 

22 .  Remove  thermometer  and  read  i t . 

23.  Shake  down  the  thermometer. 
Steps  ending  procedure 

24-27.      See  steps  24-27  of  measuring  oral  temperature, 
pulse,  and  respirations  procedure. 


SUMMARY  AND  CONCLUSION: 

1.  Classroom  discussion. 

2.  Review  steps  of  procedures. 
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LESSON  oLAN:  62 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  IX   :       SPECIAL  PROCEDURES 


CLASSROOM  DISCUSSION: 

1.  What  position  should  the  client  be  in  when  measuring  an 
oral  temperature? 

2.  To  what  degree  should  the  thermometer  be  shaken  down? 

3.  Where  are  the  fingers  i'^laced  when  measuring  the  pulse? 

4.  What  should  you  note  about  the  pulse  when  counting  it? 

5.  In  what  dir  ction  is  the  thermometer  wiped  before  being 
read? 

6.  How  do  you  know  when  the  temperature  is  to  be  read  when 
using  an  electronic  thermometer? 

7.  When  V70uld  you  count  the  pulse  and  respirations  when 
measuring  temperature  using  an  elec^:ronic  th^^rmoroeter? 


8.      What  position  should  thi  client  be  in  when  measuring  a 
rectal  temperature? 


9.  How  far  should  the  ther.aom€ter  be  inserted  into  the  rectum? 

10.  When  sho\ild  you  count  the  pulse  and  respirot i^.no  when 
measuring  a  rectal  temperature? 

12.     What  position  should  the  client  be  iu  v^hen  measuring  an 
axillary  tempsrature? 

CLASSROOM,   l.^.BORATORY.   OR  OTHER  ACTIVITIES: 

1.  Instructor  demonstrates  temperature,  pulse,  and 
respiration  procedure. 

2.  Students  practice  measuring  each  others  temperature, 
pulse,  and  respirations. 

3.  Students  practice  inserting  a  rectd  thermometer  using 
^lase  doll. 


3 


ERIC 


LESSON  PLAN: 
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COURSE  TITLE:     'uURSE  ASSISTANT 
UNIT      IX      :     SPECIAL  PROCEDURES 


EVALUAT10«  ITEMS. 


EQUIPMENT: 


NAME  OF  STUDENT. 


MEASURING  A  T.P.R. 


1.  Glass  oral  thermometer  and  holder 

2.  Glass  rectal  thermometer  and  holder 

3.  Electronic  thermometer  with  oral  and  rectal  probes  and  disposable  probe 
covers 

4.  Tissues 

5.  Plastic  thermometer  cover  (if  available) 

6 .  Pap^r  and  pen 

7.  Water-soluble  lubricant  (rectal) 

8.  Disposable  gloves  (rectal),  if  available 

9.  Towel  (axillary) 

10.  Chase  doll 


!     DID  THfi  STUDENT 

YES 

NO  ! 

!  MeasurinR  Oral  Temperature,  Pulse,  and  Respirations 
!    A.    Steps  beginning  procedure 
!           1.    Wash  hands. 

!           2.    Assemble  necessary  equipment. 

!           3.    Identify  and  greet  client.    Identify  self. 

!           4.    Explain  procedure  to  client. 

!           5.    Provide  privacy. 

!           6.    Rinse  thermometer  with  cool  water  if  it  has  be«n 

!                 soaked  in  disinfectant  s(   ution.  ^ 

!           7.    Check  thermometer  for  breaks  or  chips. 

} 
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•  YES   !     NO  ! 

8. 

Shake  down  thermometer  to  95°F  or  below 

!     !  ! 

W  TPR 

9. 

Position  client  in  sitting  or  lying  down  position. 

!     !  ! 

XM  m 

AcV  rlionf  to  oDAn  mw^ufh  and  raise  the  tonKue.  Place 
the  thermometer  bulb  under  the  client' r  tongue  in  the 
middle  oi  the  mouth. 

;    ;  1 

XX  • 

Instruct  the  client  to  hold  the  thermometer  in  place 
by  closing  his/her  lips  around  the  thermometer. 
Leave  in  place  for  at  least  five  minutes. 

:   :  : 

12. 

Rest  client's  arm  across  his/her  chest  for  ease  in 
observing  rise  and  fall  of  chest  cavity  during 
respirations . 

;    I  I 

13. 

Place  finger  tips  ever  radial  artery  and  locate 
pulse . 

i     i  ! 

14. 

Note  if  the  pulse  is  strong  or  weak  and  regular 

UL      XL  L  C|^UXttL  .> 

\       i  1 

15. 

Count  the  pulse  for  one  full  minute. 

:     :  : 

16. 

Continue  to  hold  the  client's  wrist  and  count 

r*Aeri4  r*af  4  rtnc    fof*   onp    full  fniniil'6 

!  :  1 

1  7 

Nofp  anv  abnormal  characteristics  of  either  pulse 
or  respirations. 

:  :  ; 

18. 

Recount  either  pulse  or  respirations  in  unsure. 

19. 

Record  pulse  and  respirations  on  paper. 
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YES 


20 «    Grasp  the  stem  end  of  the  thermometer  end  remove  it 
from  the  client's  mouth  and  wipe  It  from  the  stem 
toward  the  bulb  end  with  a  tissue  (clean  to  dirty). 


21.    Read  the  thermometer. 


22.    Record  the  temperature  on  the  paper. 


23.    Shake  down  the  thermometer. 


C.  Steps  ending  , rocedur^ 

24.    Remove,  clean,  and  svore  equipment. 


25.    Wash  hands. 


26.    Make  the  client  comfortable;  place  call  signal 
within  reach. 


27.    Record  observations  and  repor    anything  unusual 
to  the  charge  nurse 


Heasurlnt^  an  Oral  Temperature  with  an  Electronic  Thermometer 

A.  Steps  beginning  procedure 

1-5.  Completf:  steps  1-5  of  measuring  oral 

temperature,  pulse,  and  respirations 
procedure. 


B.    Oral  temperature  procedu'^e 
6. 


Position  client  in  sitting/lying  down 
position. 


7.    Ma^e  sure  oral  probe  is  plugged  into  the 
t.^ermometer. 
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!  NO 

!          B.    Remove  the  probe  from  the  unit  and  insert  it  into  ! 
!                 a  probe  cover.  5 

!           9-    Ask  client  to  operi  the  mouth  and  raise  the  tongue;  ! 
!                 place  covered  probe  at  the  b&ao  of  the  tongue  on  ! 
!                 either  side.  \ 

!         10.    Ask  the  client  to  lower  the  tongue  and  close  the  ! 
!                 mouth.    Hold  the  probe  in  the  client's  mouth.  ! 

!         11.    Read  the  temperature  on  the  digit'^1  display  when  the  ! 
!                 tone  is  heard  or  when  there  is  a  i'lashing  or  steadv  ; 
!                 light.                                                                       *  f 

!         12.    Remove  the  covered  probe  from  the  client's  mouth  and  ! 
!                 discard  the  probe  cover  by  pressing  the  eject  button.  ! 

!         13.    Record  the  temperature  on  paper.  ! 

!         14.    Return  tlic  probe  to  the  holder.                                       !  < 

!         15-22.         Count  pulse  and  respirations.    Complete                 !  ! 
!                          steps  \2-19  or  oral  temperature «  pulse,                 !  ! 

and  respirations  procedure.                                    !  \ 

!    C.  Steps  ending  procedure                                                             «  i 

!        23-26.           Complete  steps  24-27  of  taking  oral  temperature,  !  ! 

pulse,  and  respirations  procedure.                         !  \ 

!    Measuring  Rectal  Temperature                                                        !  « 

!    A.    Steps  beginning  procedure                                                       !  « 

!           1-8.          Complete  steps  1-8  of  taking  oral  temperature,      !  ! 
!                          pulse,  and  respirations  procedure.                         !  ! 
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YES 


NO 


B.    Measure  a  rectal  temperature 

9.     Instruct/assist  client  to  lie  on  his/her  side 
with  upper  leg  flexed. 


10.     Wear  disposable  gloves. 


[         11.     Rinse  thermometer  with  cool  water  if  it  has  been 
soaked  in  disinfectant  solution 


12.     CWeck  thunnom«ter  fc     utcaks  or  chips. 


13.     Shake  down  thermometer  to  95oF  or  below, 


14.     Put  a  -mall  amount  of  lubricant  on  a  tissue  and 
lubricate  the  bulb  end  of  the  thermometer. 


15.     Raise  the  upper  buttock  to  expose  the  anus;  insert 
bulb  end  of  thttTnometer  one  inch  into  the  rectum. 


16, 


Hold  the  thermometer  in  place  for  three  to  four 
minutes . 


17.    Remove  the  thermometer.    Wipe  it  clean  with  tissue, 
from  stem  to  bulb. 


18.     Place  the  Ihermomeier  on  clean  toilet  tissue,  wi>e 
the  anal  area  to  remove  excess  lubricant. 


f         19.    Cover  the  client. 
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20.    Read  the  thermometer  and  record  temperature  on  paper. 


f 
t 
t 

!  * 

i         21.     Shi^ke  down  the  thennoireter . 


iitfj.s  fending  nocedijte 


22-25. 


complete  steps  2^  27  of  jneasufi iig  oral 
temperature,  pulse,  and  respirations 
procedu  . 

count  pulse  and  t  o^piraaons .  Complete 
steps  12-19  of  measuring  oral  temperature 
Pu.se,  and  respirations  procedure. 


A.     Steps  beginning  procedure 


1-8, 


complete  steps  18  of  measuring  oral 
temperature,  pulse,  and  respirations 
procedure . 


B.     Heasurina  an  axillary  teinppr^f^ 

9.     Instruct/assist  client  to  sit  or  lie  do^. 


10.     Help  the  client  remove  an  arm  from  the  sleeve  of 
the  gown  without  exposing  client. 


11 


I^ry  axilla  of  excessive  perspiration  with  a  towel 


12. 


13. 


FMace  bulb  end  of  t>»oimumclor  in  Iho 


center  of  axilla. 


Bring  the  arm  acros.  the  chest  to  snugly  holu  the 
thermometer  in  place  for  10  to  12  minutes. 


14  21. 


Pulse  and  respirations  may  he   measured  while 
thennometer  is  in  pUce.     Complete  steps 
12-19  of  measuring  oral  temperature,  pulse 
and  respiratioris  procedure. 


22.     Remove  thermometer  and  read  it. 


23.     Shake  down  the  thermometer. 


24-27. 


Complete  steps  24  27  of  measuring  oral 
temperature,  pulse,  and  respi   jtions  procedure, 


YES 


NO 


Instrucfor's  signature 
(Verifying  Satisfactory  Completion)  ^ 


Date 
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LESSON  PLAN:   63 


COURSE  TITLE:       NURSE  ASSISTANT  

UNIT  IX  :       SPECIAL  PROCEDURES  

SCOPE  OF  UNIT: 

This  unit  covers   special  procedures  which  include:  admission: 
in-house  transfer  and  discharge  of  the  client;   measuring  vital 
signs;    weighing,    measuring    height;    applying    heat    and  cold; 
preventing    and    caring    for    decubitus    ulcers;    and    caring  for 
clients  receiving  oxygen  therapy. 

INFORMATION  TOPIC:      IX- 6 3  OR  DEMONSTRATION: 

BLOOD  PRESSURE 
(Lesson  Title) 

LESSON  OBJECTIVES   -  THE  STUD:   T  WILL  BE  AFLE  TO: 

1-    Match  terms  presented  in  this  lesson  to  correct  definitions. 

2.  Identify  the  normal  range  for  systolic  blood  pressure, 

3.  Identify  the  normal  range  for  diastolic  blood  pressure- 

4.  Recognize  equipment  used  to  measure  a  blood  pressure. 

5.  Identify  kay  points  in  measuring  blood  pressure. 

SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  AS  l:     Reading  a  Mercury  Sphygmomanometer 

2.  AS  2:    Reading  an  Aneroid  Sphygmomanometer 

3.  Trainex  filmstrip  #^^67:     "Blood  Pressure" 

4.  TLC  filmstrip  #3:     "How  to  Take  your  Patient's  Blood  Pres- 
sure -  Part  II" 

5-     TL'J  filmstrip  #4:     "How  to  Take  \jur  Patient's  Blood  Pres- 
sure -  Part  II" 

6.  Projector 

7.  Sphygmomanom<^ter  with  blood  pressure  cuff 

959 


TEACHER  resources: 


INTRODUCTION: 

The  last  procedure  in  measuring  the  vital  signs  is  mer.suring 
the  blood  pressure.  This  procedure  requires  an  understanding 
of  what  you  are  actually  listening  to  . nd  familiarity  with  the 
equipment  used.  Certain  factors  can  alter  the  reading,  thus 
producing  an  inaccurate  measurement.  Treatment  can  be  based  on 
BP  readings  which,  if  not  read  correctly,  could  result  in  harm 
to    the  client. 

S  5  'J 
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LESSON  PLAN:   63 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  IX  :       SPECIAL  PROCEDURES  

OUTLINE  I    (Key  Points) 

I.  Terms  and  Definitions 

A.  Blood     pressure     -     the     amount     of     force  exerted 

against   ♦-ho  walls  of  an  artery  by  the  blood 

B.  Diastolic  pressure  -  the  pressure  in  the  arteries 
when  the  heart  is  at  ir^st 

C.  Hypertension  -  high  blood  pressure;  persistent  BP 
measurements  above  the  normal  systolic  (150  mm  Hg) 
or  diastolic  (90  mm  Hg)  pressures 

D.  HypL tension  low  blood  presbire;  conditioa  in 
which  systolic  BP  is  below  100  mm  Hg  and  diastolic 
pressure  is  below  60  mm  Hg 

E.  Sphygmomanometer  -  instrument  used  to  measure  BP 
that    consists    of    a    cuf£    which    is    applied   to  the 

^ipper  arm  ■^-^'^  ^  ^oisuring  dev^'^e 

F.  Stethoscope    -    instrLiment    rsed    to    listen    to  the 

sounds  produced  by  the  heart,  lungs,  and  other  body 
organs 

G.  Systolic  pressure  -  amount  of  force  it  takes  to 
pump  blood  out  of  the  heart  into  the  arterial 
circulation 

II.  Blood  Pressure  Measurement 

A.  Blood  pressure  measurement  consists  of  measuring 
the  systolic  and  diastolic  prassures- 

B.  Systole  is  the  period  of  heart  muscle  contraction. 
Systolic  pressure  is  ^he  highest  prese^re  and 
represents  the  amount  of  force  it  takes  to  pump 
blood  out  of  the  heart  into  the  arteries.  (CD-I) 

C.  Diastole  is  the  period  of  heart  muscle  relaxation. 
Diastolic  pressure  is  the  lowest  pressure  and 
represents  the  amount  of  pressure  in  -ih..  arteries 
when  the  heart  is  at  rest.  (CD-2) 
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D.  Factors  that  can  increase  blood  pressure  measurement 

1.  Strong  emotions 

2.  Pain 

3*  Exercise 

4.     Some  disease  conditions 

E.  Factors  that  can  lower  blood  pressure  measurement 
Resting 

Depression 

« 

Hemorrhage 
Shock 

F«    Normal  range  of  blood  pressure 
1.     Systolic  -  100  to  150  mm  Hg 


Lower  for 

2.     Diastolic  -  60  to  90  mm  Hg     J  children 

G.  Hypertension  -  persistent  blood  pressure 
measurements  above  normal  systolic  and  diastolic 
pre6bUi.ee  (CD-3) 

H.  Hypotension  -  persistent  blood  pressure 
measurements  below  normal  systolic  and  diastolic 
pressures 

Equipment  Used  to  Measure  a  Blood  Pressure  Reading 
A •     S  p  hy gmoma  nome  t  e  r 
1.     Two  types 

a.    Mercury  manometer      has  an  upright  gauge 
with  a  straight  column  of  numbers 

1.  The  dial  is  marked  off  from  7ero  to 
300.  (CD-4) 

2.  It  has  measurements  for  each  lo  points. 


r 
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3.     Small   line,  between  the  lai  le  lines 
represent  two  point  inter va  s. 


4.     View  it  with  your  eye  at  the  same  level 
as  the  top  of  the  mercury  column. 

b.     Aneroid  manometer  -  has  a  round  gauge  with 
spring  type  arrow  pointing  to  numbers 

1.  The  dial  is  marked  off  in  unit  measure* 
ments  of  20  to  300;   zero  is  at  the  center 
bottom  of  the  gauge.. 

2.  Small  lines  between  the  large  lines 
represent  two  point  intervals. 

3.  View  it  from  straight  on;  do  not  view  ii 
from  the  side. 

2.  The  mercury  column  and  the  needle  on  the  aneroid 
manometer  should  be  at  the  zero  mark  when  not  in 
use . 

Cuff 

1.  A  long  narrow  piece  of  fabric  that  is  wrapped 
arouncj  the  arrr  and  secured  with  Velcro;  has  a 
rubber  bag  at  one  end  that  fills  with  air  when 
bulb  is  pumped  and  applies  pressure  on  the 
artecy  to  stop  the  flow  of  blood. 

2.  Should  be  placed  so  that  *-tie  center  of  the  bag 
is  over  ths  brachial  artery  about  one  inch 
above  the  elbow.  (CD-5) 

3.  Cuff  should  b€;  applied  to  the  bare  upper  arm; 
do  not  apply  over  clothing.  Remove  clothing 
that  will  be  too  tight  when  moved  to  upper 

arm.  (CD-6) 

4.  Cuff  should  be  wrapped  snugly  but  not  too 
tightly. 

b .     Tubing    connects    the    cuff    to    the   manometer  and 
another  tube  connects  the  cuff  to  a  small  hand- 
held bulb;   a  valve  on  tne  bulb  is  turnec""  to 
allow  inflation  of  the  cuff  as  the  bulb  is 
squee     d.     By  turning  it  in  the  opposite 
direction  it  allows  deflation  of  the  cuff  and 
measurement  of  the  blood  pressure. 
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C.  stethoscope 


1 
2 

3  . 
4. 


An  instrument  that  amplifies  sound  (CD-7) 

Position  the  stethoscope  for  use  with  the 
earpieces  facing  forward. 

Use  the  flat  diaphragm  side  of  the  stethoscope. 
DO  not  put  too  mu.-h  pressure  on  the  diaphragm 

P  essure  ^^^^  ^^^^  maLtain 

pressure  on  the  artery. 

^"     Jin^^^^v"  earpieces   with    alcohol  bPforo 

and  after  the  blood  pressure  is  measured. 

Measuring  the  Blood  Pressure 

th^aiis.  brachial   art.ry  of   one  of 

Room  Should  be  quiet  so  that  the  BP  can  be  heard- 
tamn,.     no.ses     fro.    T.v.     and     ■  adio  "  sh:ul'd"b; 

The  manometer  must  be  clearly  visible. 
Arm  should  be  supported  at  heart  level. 

fot' the'a"r''o'u"?.  'h/'?  V'''  ^^^^ 
a^terv  uxi/h  .       •  ^^oxns    to   flow   through  Ihe 

arter/  with  force  as  the  heart  contracts       (CD  8) 

^et'thVai^'onr^         k'"  h^-^  you 

soJt     muff^p/^     °'  P^'""-    ^^^^         changes    to  a 

a%1^;y^t^^\\e^r/;.-r,-;-  ^^^S)^^^ 

H.  If  the  sounds  become  muffled  before  stoDoino  nr 
remains  muffled  down  to  zero,  record  the  diastolic 
dt  the  po^nt  When  you  hear  the  change  from  clear  Jo 
13lnly,2  -:rple: 

Summary  and  Conclusion 

A.  Ter.Tis  and  lefinitions 

B.  Blood  preFsujL-e  measurement 

C.  Equipment  used  to  measure  a  blood  pressure  reading 

D.  Measuring  the  blood  prcssuiP  reaaing 


A 

E 
C 

D. 
E, 
F. 
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LESSON  PLAN:  63 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT         IX     :       SPEC I ALPROCEDURES 


CLASSROOM  DISCUSSION 

1.  What  happens  to  heart  muscle  during  the  systolic  phase? 

2.  What  happens  to  heart  muscle  duriiig  the  diastolic  phase? 

3.  What      is      the      difference      between      hypertension  and 
hypotension? 

4.  Each  small  line  on  the  manometer  indicates  how  many  points? 

5.  Over  what  artery  do  you  usually  place  the  cuff? 

6.  Is     it     appropriate     to    measure    a     blood    pressure  with 
clothing  covering  the  arm? 

7.  Which    direction     should     the     earpieces     be     facing  when 
putting  on  a  stethoscope? 

8.  At  what  point  is  the  systolic  reading  noted? 

9.  At  what  point  is  the  diastolic  reading  noted? 


CLASSROOM,   LABORATORY,   OR  OTHER  ACTIVITIES: 

1.  Instructor    shows    students    equipment    used    to    measure  a 
blood  pressure  read ing . 

2.  Have    students    fill    out    assignment    sheets    for  measuring 
blood  pressure, 

3.  Show  filmstrip. 
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LESSON  PLAN: 
COURSE  TITLE: 
UNIT        IX  : 


63 

NURSE  ASSISTANT  

SPECIAL  PROCEDURES 


EVALUATION  ITEMS: 

Match  the  following  terms  to  correct  definitions  by  writing  the 
letter  in  the  blank. 

  1.     Blood  pressure  a.     Amount  of  force  necessary  to 

pump  blood  out  of  the  heart 
into  the  arterial  circulation 


2.  Diastolic  pressure  b. 

3.  Hypertension  c. 


4 .     Hypotension  d . 


High  blood  pressure 

Amount  of  force  exerted 
against  the  walls  of  an 
artery  by  the  blood 

Pressure  in  the  arteries  when 
the  heart  is  at  rest 


5 .  Sphygmomanometer 

6 .  stethoscope 

7.  Systolic  pressure 


e.  Low  blood  pressure 

f .  Used  to  measure  BP;  includes 
cuff  and  a  measuring  device 

g.  Used  to  listen  to  the  sounds 
produced  by  the  heart,  lungs 
and  other  body  organs 


8.  What  is  the  normal  range  for  systolic  pressure? 

9.  What  ie  the  normal  range  for  diastolic  pressure? 

10.     Which  one  of  the  following  pieces  of  equipment  is  not 

needed  to  measure  a  blood  pressure?  (Circle  the  letter 
of  the  correct  answer.) 


a .  Sphygmomanometer 

b.  Stethoscope 

c.  Otoscope 

d.  Cuff 

For  each  of  the  following,  write  "T*'  if  the  statement  is  true, 
or  "F",  if  it  is  false. 

  11.     If  the  client  has  an  IV  infusing,  do  not  measure  the 

blood  pressure  in  that  arm. 
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12.  It  is  not  appropriate  to  turn  the  client's  television 
off  when  measuring  a  blood  pressure. 

13.  Systolic  reading  is  the  first  sound  you  hear  as  you 
let  the  air  out  of  the  cu^f. 

14.  Diastolic  reading  is  the  sound  you  hear  when  blood 
flows  freely  through  the  artery  when  the  artery 
relaxes . 

15.  The  arm  should  be  placed  above  the  heart  to  get  an 
accurate  reading. 
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LESSON  PLAJ;:  63 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT   IX  :       SPECIAL  PROCEDURES  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  c 

2.  d 

3 .  b 

4 .  e 

5.  f 

6.  g 

7.  a 

8.  Systolic  pressure  -  normal  range  is  100  to  150  ram  Hg 

9.  Diastolic  pressure  -  normal  range  is  60  to  90  mm  Hg 

10 .  c 

11 .  T 

12.  F 

13 .  T 

14 .  T 

15.  F 
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READING  A  MHRCURY  SPHYGMOMANOMETER 


AS  1 


Beside  each  sphygmornanoineier  gauge  is  a  BP  le^^ing-  the  systolic  and  diasiohc  numbers  Mark  the 
gauge  by  extending  a  line  out  from  the  correct  syslohc  reading  and  a  hne  out  from  the  correct 
kdiastohc  reading  Note:  Each  hne  on  the  gauge  represents  2/10  mm  Hg 


300 
280 
260 
240 
220 

200 
180 

160 
140 
120 
100 
80 
60 
40 
20 
0 


290 
270 
250 
230 
210 
190 
170 
150 
130 

110 
90 
70 
50 

30 
10 


BP  158/112 

BP  92/48 
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300^ 
280^ 
260 
240 
220 
200 

180 
160 
140 
120 
100 

80 

60 

40 

20 
0 


T 


290 
270 
250 
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READING- AN  ANEROID  SPHYGMOMANOMETER 


AS 


Beside  each  sphygmomanometer  gauge  is  a  BP  reading  the  systohc  and  diastolic  nnmhers  Mark  the 
gauge  by  extending  a  hne  out  from  the  correct  systohc  reading  and  a  hne  out  from  'he'correct"' 
diastohc  reading  Note:  Each  hne  on  the  gauge  represents  2/10  mm  Hg 


158/112  92/78 


O  220/108  82/66 
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ANSWERS   TO  ASSIGNMfiNT  SHEETS 


/s  1 


READING  A  MERCURY  SPHYGMOMANOMETER  

Beside  each  sphygmomanometer  gauge  is  «  BP  leadmg  Ihe  systolic  and  diastolic  numbers  Maik  ihe 
gauge  by  extending  a  line  cm  from  the  coaect  systolic  reading  and  a  lire  out  from  the  correct 
diastolic  readin'-  Note  Each  line  on  iha  gauge  represents  2/10  mm  Hg 
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ANSWERS  TO  ASSIGNMENT  .c;HFFT^ 


AS  2 


REAPING  AN  ANEROID  SPHYGMOMANOMETER 


Beside  each  sphygmomanometer  gauge  is  a  BP  reading  the  sysiolic  and  diastolic  numbers  Mark  the 
gauge  oy  extending  a  line  out  from  the  corr  jc*  systolic  reading  and  a  hne  out  from  ihe  correct 
diastolic  reading  Note.  Each  tme  on  the  gauge  represents  2/10  mm  Hg 


230/108  82/66 


974 


LESSON  PLAN: 
COURSL  TITLE: 
UNIT  IX  : 


64 


NURSE  ASSISTANT 


S FECIAL  PROCEDURES 


SCOPE  OF  UNIT: 

This  unit  covers  special  procedures  which  include:  admission; 
in-house  transfer  and  discharge  of  the  clien:;  measuring  vital 
signs;  weighing,  measuring  height;  applying  heat  and  cold;  and 
preventing  and  caring  for  decubitus  ulcers;  and  caring  for 
client's  receiving  oxygen  therapy. 


INFORMATION  TOPIC: 


OR 


DEMON bTRAT I ON :    T  X- 6  4 


MEASURING  AND  READING  A  BLOOD  PRESSURE 
(Lesson  Title) 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1,     Demonstrate  how  to  measure  a  blood  pressure  according  to 
the  steps  of  the  procedure. 


SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 
1 .  Sphygmomanometer 
2  .  Stethoscope 

3 .  Alcohol  sponges 

4.  Note  pad  and  pencil 
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TEACHER  RESOURCES: 


INTRODUCTION: 

The  following  procedure  will  demonstrate  how  to  correctly 
measure  and  read  a  blood  pressure.     It  is  important  to  remember 
that  you  must  practice  this  procedure  many  times  before  you 
will  feel  proficient.     It  is  necessary  to  concentrate  on  what 
you  are  doing  and  to  take  your  timt . 


^  *  <) 
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LESSON  PLAN:  64 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT         IX  :       SPECIAL  PROCEDURES 


STEPS  OF  PROCEDURE: 

Measuring  and  Reading  a  Blood  Pressure 
Steps  beginning  procedure 

1.  Wash  your  hands. 

2.  Assemble  necessary  equipment, 

3.  Identify  and  greet  client.     Identify  self. 

4.  Explain  what  you  are  going  to  do. 
5  -     Provide  privacy. 

Blood  pressure  procedure 

6.  Position  client  seated  or  lying  down  with  the 
entire  lower  arm  on  a  flat  surface,  palm 

upward .  (CD-I ) 

7.  Expose  the  arm  as  much  as  possible.     Squeeze  the 
cuff  to  expel  any  remaining  air  and  turn  the 
valve  clockwise  on  the  bulb  to  close  it,  using 
right  hand  thumb  and  forefinger. 

NOTE:     Do  not  turn  it  too  tightly  or  you  will 
have  trouble  opening  it . 

8.  Wrap  cuff  snugly  around  the  upper  arm. 

9.  Clean  earpieces  of  stethoscope  with  alcoho] 
sponge.  (CD-2) 

10.  Locate  the  brachial  artery  at  the  inner  aspect  of 
the  elbow. 

11.  Place  the  earpieces  of  the  stethoscope  in  your 
ears  and  place  the  diaphragm  of  the  stethoscope 
over  the  brachial  artery  nsing  your  left  hand. 

12.  Kold  the  rubber  bulb  in  ^he  palm  of  the  hand  not 
holding  the  stethoscope . 
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13.  Quickly  inflate  the  caff  with  air  by  pumping  the 
bulb  to  170-200  ram  Hg    {for  younger  clients, 
inflate  to  130-140  ram  Hg).  (CD-3) 

14.  Loosen  the  valve  counterclockwise^  deflate  the 
cuff  Glowly  and  steadily.     Listen  carefully  and 
watch  the  coluran  of  raercury  or  aneroid  needle 
gauge  for  points  where  you  hear  the  sound.  (CD-4) 

NOTE :     If  you  hear  pulse  sounds  iramed lately,  stop 
and  deflate  the  cuff,  wait  15  seconds. 
Inflate  cuff  to  a  higher  calibration. 

(CD>5) 

15.  Note  the  systolic  and  diastolic  reading. 

16.  Deflate  the  cuff  corapletely  when  all  sounds  stop 
and  reraove  it  frora  the  client's  arm. 

17.  Do  not  reinrlate  the  cuff  during  the  reading;  if 
you  need  to  repeat  procedure,  you  raust  let  all 
the  air  out  of  the  cuff  and  wait  30-60  seconds 
before  inflating  the  cuff  again. 

18.  Record  blood  pressure  on  paper. 
Steps  ending  procedure 

19.  Reraove,  clean,  and  store  equipraent. 

20.  Wash  your  hands. 

21.  Make  the  client  coii:rf ortable ;  place  call  signal 
within  reach. 

22 .  Record  observations . 

Note :     Report  anything  uhusual  to  the  charge 
nurse . 


SUMMARY  AND  CONCLUSION: 

1.  Classroora  discuBSion. 

2.  Review  steps  of  procedure. 
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LESSON  PLAN:  64 


COURSE  TITLE:       NURSE  ASSISTANT  

UNIT         IX     :       SPECIAL  PROCEDURES   

CLASSROOM  DISCUSSION 

1.  What  position  should  the  client  be  in  when  having  his/her 
blood  pressure  measured? 

2.  Why  should  you  clean  the  earpieces  on  the  stethoscope? 

3.  How  far  up  do  you  pump  the  cuff? 

4.  In  what  directi'.n  do  you  turn  the  valve  to  release  air 
from  the  cuff? 

5.  What  should  you  do  if  you  hear  pulse  sounds  immediately? 


CLASSROOM,    LABORATORY.   OR  OTHER  ACTIVITIES: 

1.  Instructor  demonstrates  the  blood  pressure  procedure 

2.  Students  practice  measuring  each  other's  blood  pressure. 
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LESSON  PLAN:  64 

COURSE  Ti^^LE:      NURSE  ASSISTANT 

UNIT   TX     :       SPECIAL  PROCEDURES, 


EVALUATION  ITEMS: 


NAME  OF  STUDENT 


MKASURTNG  AND  READING  A  BLOOD  PRESSURE 


EQUIPMENT: 

1 .  Sphygmomanometer 

2.  Stethoscope 

3.  Alcohol  sponges 

4.  Note  pad  and  pencil 
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THE 

STUDENT 

!  YES  ! 

NO  ! 

!  A. 

Steps  beginning  procedure 

1. 

Wash  hands. 

1 

2. 

Assemble  necessary  equipment. 

3. 

Identify  and  greet  client.     Identify  self. 

* 

4. 

Explain  procedure  to  client. 

5. 

Provide  privacy. 

!  B. 

Steps  of  procedure 

6. 

Position  client  seated  or  lying  down  with  the  entiri. 
lower  arm  on  a  flat  surface,  palm  upward. 

7. 

Expose  the  arm  as  much  as  possible.    Squeeze  the  cuff 
to  expel  any  remaining  air  and  turn  the  valve 
clockwise  on  the  bulb  to  close  it,  using  right  hand 
thumb  and  forefinger. 

8. 

Wrap  cuff  snugly  around  the  upper  arm. 

9. 

Clean  earpieces  of  stethoscope  with  alcohol  sponge. 

10. 

Locate  the  brachial  artery  at  the  inner  aspect  of  the 
elbow. 

981        ^  '  - 

11.     Place  tho  earpieces  of  thp  «5f-om«^^ 

puce  t.e  .Up.„...  ol  tt  llT^Alll  lV",lr' 
brachUl  .rter,,  ..sing 


13«     Inflate  the  cuff. 


14.     Loosen  valve  and  deflate 


cuff. 


15.  Uct^  the  systolic  and  diastolic 

16.  Deflate  the  cuff  completely  and 
client's  arm. 


reading. 


remove  from  the 


17.     Let  all  the  air  out  of  the  cuff  and  wait  flf^o 

seconds  bef  re  inflaHno  ct  fifteen 

is  to  be  repeated  '  '""^  procedure 


18.     Record  blood  pressure 


on  paper. 


C.     Steps  ending  procedure 


19.    Remove,  cl^an,  ar d  store  equipment. 


20.    Wash  hands. 


unusual  to 


YES 


NO 


Instructor's  signature 
(Verifying  Satisfactory  Completion) 


Date 


8 
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LESSON  PLAN:  65 


COURSE  TITLE:       NURSE  ASSISTANT 
UNIT  IX   :       SPECIAL  PROCEDURES 


SCOPE  OF  UN 11: 

This  unit  covers  special  procedures  which  include:  admission; 
in-house  transfer  and  discharge  of  the  client'  measuring  vital 
signs;  weighing;  measuring  height;  applying  heat  and  cold;  and 
preventing  and  caring  for  decubitus  ulcers.;  and  caring  for 
client's  receiving  oxygen  therapy. 

INFORMATION  TOPIC:      IX- 65  OR  DEMONSTRATION:  IX-65 


MEASURING  WEIGHT  AND  HEIGHT 
(Lesson  Title) 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 


la     List  two  types  of  scales  that  can  be  used  to  weight  a 
client . 


2.  Identify  key  points  in  weighing  the  client. 

3.  Identify  key  points  in  measuring  a  client  in  bed  and  on  an 
upright  scale. 

4.  Convert  a  measurement  of  inches  into  feet  and  inches. 

5.  Relate  how  much  weight  gain  or  loss  in  one  month  should  be 
reported  to  the  charge  nurse. 

6.  Demonstrate  how  to  weigh  a  client  according  to  the  steps  of 
procedure . 

7.  Demonstrate  how  to  measure  a  client  according  to  the  steps 
of  procedure. 


SUPPLEMENTARY  TE.\CHING  LEARNING  ITEMS: 

1.    HO  1:    Bathroom  Scale,  Platform  Scale; 
A.S.   1:     Assignment  Sheet  -  read  scale 

?.  Scale 

3.  Paper  towel 

4.  Paper  and  pencil  op  > 
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TEACHER  RESOURCES; 


INTRODUCTION; 

Clients  are  wei^jhed  upon  admission  to  the  long--terra  care 
facility  and  once  a  month,  unless  you  are  instructed  to  weigh 
the  client  more  oiten  by  the  charge  nurse.    A  weight  loss  or 
gain  can  be  significant  and  should  be  reported.    The  client's 
height  is  measured  only  once  on  admission  since  this  does  not 
usually  change.    As  with  many  other  procedures,  accuracy  is 
very  important. 
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LESSON  PLAN:  65 

COURSE  TITLE:       NURSE  ASSISTM^T 


UNIT  IX  :       SPECIAL  PROCEDURES 


OUTLINE:         (Key  Points) 
I .  Types  of  Scales 

A.  Bathroom  -  portable 

B.  Upright  balance:     Platform,  platform  with  chair 

C.  Chair  -  Hydijaulic  lift  with  sling 

D.  Bed  -  stretcher 
II.  Weighing  the  Client 

A.  Scales  will  vary  from  place  to  place  in  the  facility. 
Always  use  the  same  scale  when  weighing  the  client. 

B.  Balance  the  scale  before  weighing;  briug  the  pointer 
on  a  bathroom  scale  to  zero  before  any  weight  is 
placed  on  the  scale. 

C.  If  you  are  unsure  of  how  to  balance  the  scale,  ask  for 
instructions  before  weighing  the  cliant. 

D.  The  weight  of  a  person  may  vary  during  the  day  so 
perform  the  procedure  at  the  same  time  each  day. 

E.  Clients  should  be  weighed  with  their  shoes  off  and 
with  as  little  clothing  on  as  possible. 

F.  The  best  time  to  get  an  accurate  weight  is  before  the 
client  has  had  anything  to  eat  or  drink  in  the 
morning;  have  the  client  urinate  before  weighing. 

H.  If  the  client  cannot  stand  and  is  in  a  wheel  chair  or 
geri  chair,  use  a  platform  scale  and  weigh  the  chair 
first,  then  weight  the  client  in  the  chair.  Substract 
the  weight  of  the  chair.     Some  facilities  may  have  a 
chair/platform  scale  -  subtracting  weight  of  chair  is 
unnecessary. 

I.  You  may  put  a  walker  in  place  arovmd  the  scale  for  the 
client  to  use  when  stepping  on  the  scale  for  support. 
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J.     The  long  lines  of  the  scale  indicate  one  pound;  each 
s^-ort  line  indicates  one  fourth  pound.  (KO  1) 

III.  Measuring  a  Client  in  Bed. 

A.  Client  should  be  in  supine  position,  with  the  bed  flat. 

B.  Use  a  tape  measure  and  measure  from  the  top  of  the 
head  to  the  soles  of  zhe  feet. 

IV.  Measuring  a  Client  on  a  Upright  Scale 

A.  A  height  measurement  rod  is  read  in  inches  and  the 
inches  should  then  be  converted  to  feet  and  inches, 

B.  12  inches  =  1  foot 
48  inches  =  4  feet 
60  inches  =  B  feet 
72  inches  =  6  feet 

C.  Measuring  rod  has  long  lines  that  indicate  every  one 
inch;  short  lines  indicate  one-fourth  inch. 

V      Reporting  ^nd  Recording 

A.  Compare  weight  and  height  to  previous  record. 

B.  A  gain  or  loss  five  pounds  or  more  should  be  reported 
to  the  charge  nurse. 
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LESSON  plan:  65 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  IX   :       SPECIAL  PROCFJURES 


• 


VI.     steps  of  Procedure  for  Weighing  and  Measuring  the  Client 

A.  Steps  beginning  procedure 

1.  Wash  your  hands. 

2.  Assemble  necessary  equipment. 

3.  Identify  and  greet  client.     Identify  self. 

4.  Explain  what  you  are  going  to  do. 

5.  Provide  privacy. 

B.  Steps  of  procedure  to  weigh  and  measure  the  client 

6.  Place  a  paper  towel  on  the  scale  platform. 

7.  Raise  the  measuring  rod. 

8.  Ask  the  client  to  remove  robe  and  si ipper s ; 
provide  assistance  if  necessary. 

9.  Assist  the  client  to  stand  on  the  scale  platform; 
have  rlient  stand  with  arms  to  sides. 

10.  Read  the  weight. 

NOTE :       If  using  a  balance  scale,  move  the  weight 
until  the  pointer  swings  evenly  between 
the  top  aad  bottom  of  the  metal  square. 

11.  Record  weight. 

12.  Instruct  the  client  to  stand  erect. 

13.  Lower  the  measuring  rod  until  it  rests  on  the 
client's  head. 

14.  Read  the  height  and  record  it  on  paper. 

15.  Assist  client  off  of  the  platform.     Assist  client 
in  putting  on  his/her  robe  and  slippers,  assist 
to  his/her  bed  or  chair. 

16.  Discard  the  paper  towel. 
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C.     steps  ending  procedure 

17.  Remove,  clean  and  store  equipment. 

18.  Wash  your  hands. 

19.  Malce  the  client  comfortable;  place  call  signal 
within  reach. 

20.  Record  observations. 

NOTE:      Report  anything  unusual  to  the  charge 
nurse . 

VII.     Summary  and  Conclusion 

A.  Types  of  scaltiS 

B.  Weighing  the  client 

C.  Measuring  a  client  in  bed 

D.  Measuring  a  client  on  an  upright  scale 

E.  Reporting  and  recording 

F.  Classroom  discussion 

G.  Review  steps  of  procedure 
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LESSON  PLAN:  65 

COURSE  title:       NUR3E  ASSISTANT  

UNIT         IX     :       RESTORATIVE  NURSING  

CLASSROOM  DISCUSSION: 

1.  Why  would  you  use  a  bed  scales? 

2.  What  is  the  best  time  of  day  to  weigh  a  client? 

3.  What  do  you  do  if  you  weigh  a  client  with  an  artificial 
leg? 

4.  If  a  client  measures  58  inches,  how  many  feet  and  inches 
is  he/she?  63-1/2  inches?  74-1/4  inches? 

5.  How  do  you  position  the  measuring  rod  when  measuring  a 
client? 


CLASSROOM,   LABORATORY.   OR  OTHER  ACTIVITIES: 

1.  Instructor  demonstrates  the  procedure  to  weigh  and  measure 
a  client. 

2.  Students  practice  weighing  and  measuring  each  other. 


LESSON  PLAN:  65 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  IX  ;       SPECIAL  PROCEDURES 


EVALUATION  ITEMS: 

1.    List  two  types  of  scales  than  can  be  used  to  weigh  a  client, 
a. 
b. 

For  each  of  the  following,  write  "T"  if  the  statement  is  true, 
or  "F"  if  it  is  false. 

  2.     It  is  significant  to  always  use  the  same  scale  when 

weighing  the  client . 

  3.     The  time  of  day  is  not  important  when  weighing  a 

client. 

  4.     Always  have  the  client  eat  breakfast  before  weighing 

to  get  the  most  accurate  weight. 

  5.     Remember  to  subtract  the  weight  of  an  artificial  limb 

or  brace  if  the  client  is  weighed  with  it  on. 

  6.     The  long  lines  of  the  scale  indicate  1/4  pound. 

  7.     The  client  should  be  in  a  sitting  position  when 

measuring  him/her  in  bed. 

  8.     The  measuring  rod  has  long  lines  that  indicate  every 

one  inch. 

9.     a.     If  a  client  measures  66  inches,  how  many  feer  and 
inches  would  he/she  be? 

L.     57  1/4  inches? 

c.     63  3/4  inches? 

10.     How  many  pounds  gained  or  lost  are  considerer^  a 
significant  amount  that  should  be  reported 
immediately? 


LESSON  PLAN: 
COURSE  TITLE: 
UNIT         IX  : 


65 

NURSE  ASSISTANT 
SPECIAL  PROCEDURES 


ANSWERS  TO  EVALUATION  ITEMS: 

1.  The  Student  i ay  list  any  two  of  the  following: 

a.  Bathroom  -  portable 

b.  Upright  balance 

c.  Chair  -  Hydraulic  lift  with  sling 

d.  Bed  -  stretcher 

2.  T 

3.  F 

4.  F 

5.  T 

6.  F 

7.  F 

8.  T 

9.  a.     5  ft.  6  in. 

b.  4  ft.  9  1/4  in. 

c.  5  ft.    3  3/4  in. 
10.     5  lbs. 


ERIC 


992 


LESSON  PLAN:  _65_ 

COURSF  TITLE:      NURSE  ASSISTANT 


UNIT        IX  :      SPECIAL  PROCEDURES 


EVALUATION  ITEMS:  NAME  OF  STUDENT: 


MEASURING  WEIGHT  AND  HEIGHT 

EQUIPMENT: 

1.  Scale 

2.  Paper  towel 

3.  Paper  and  pencil 


!  DID  THE  STUDENT 

!  YES 

NO  ! 

!  A.    Steps  beginning  procedure 
!           1.    Wash  hands. 

!           2.    Assemble  necessary  equipment. 

!           3.     Identify  and  greet  client.    Identify  self. 

!           4.    Explain  what  he/she  is  going  to  do. 

!          5.    Provide  privacy. 

!  B.    Procedure  to  weig'b  and  measure  the  client 

!          6.    Place  a  paper  towel  on  the  scale  platform. 

!           7.    Raise  the  measuring  rod.  < 

!          8.    Ask  the  client  to  remove  robe  and  slippers;  provide  < 
!                 assistance  if  necessary.  ^ 

8SZ 
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DID  THE  STUDENT 


9.    Assist  the  client  to  stand  on  the  scale  platfom; 
havp  resident  stand  with  arms  to  sides. 


10.    Read  the  weight. 


11.    Record  weight. 


12.    Instruct  the  client  to  stand  erect. 


13.    Lower  the  measuring  rod  until  it  rests  on  the  client's 
head , 


14.    Raad  the  height  and  record  it  on  paper. 


15.    Assist  client  off  of  the  platform.    Assist  client  in 
pucting  on  his/her  robe  and  slippers,  assist  to 
his/her  bed  or  chair. 


16.  Discard  the  paper  towel. 

C.    Steps  ending  procedure 

17.  Remove,  clean,  and  store  equipment. 


18.    Wash  hands . 


19.    Make  the  client  comfortable;  place  call  signal  within 
reach . 


20.    Record  observations  and  report  anything  unusual  to 
the  charge  nurse. 


The  student  has  satisfactorily  completed  the  procedure  "MEASURING  WEIGHT  AND 
HEIGHT"  according  to  the  steps  outlined. 


Instructor's  signature 
(Verifying  Satisfactory  Completion) 


r  '    ^  Date 
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BATHROOM  SCALE ;. P LATFQRM  SCALE:    ASSIGNMENT  SHEET  HO  1 

AS  1 


<— SmalJ  Weiglit  Indicator 


Scale  Bar 


If  the  large  weiglit  indicator  is  on  100,  the  client's  weiglit 
would  be  100  plus  tlie  weiglit  indicated  on  the  top  scale  bar. 
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ANSWERS   TO  ASSIGNMENT  SHEET,    RHAI)  SCAlI: 


If  tlje  large  weigl.t  indicator  is  o.,  lOU,  the  cJienfs  wej.l.t 
would  be  100  plus  tl-.e  weigl.t  indicated  on  ti.e  top  scale  bar. 


^-  D.   L.  V.  i.  ',7   'r  ;. 
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LESSON  PLAN:   66 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  IX  :       SPECIAL  PROCEDURES  

SCOPE  OF  UNIT: 

This  unit   covers   special  nrocedures  which  include:  admission; 
in-house  transfer  and  discharge  of   the  client;   measuring  vital 
signs;    weighing,    measuring    height;    applying    heat    and    cold ; 
preventing    and    caring    for    decubitus    ulcers;    and    caring  for 
clients  receiving  oxygen  therapy. 

INFORMATION  TOPIC:     IX-66  OR  DEMONSTRATION: 

APPLYING  HEAT  AND  COLD 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Identify  the  purpose  of  applying  heat. 

2.  List  three  uses  for  heat  application. 

3.  Recognize  three  types  of  heat  application. 

4.  Identify  signs  of  complications  of  heat  application. 

5.  Identify  the  purpose  of  applying  cold. 

6.  List  three  uses  foe  cold  application. 

7.  Recognize  three  types  of  cold  application. 

8.  Identify  signs  of  complications  of  cold  application. 

9.  Recognize     safety     measures      to     follow     when  applying 
heat/cold . 

SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  Trainex  filmstrip:     "The  Application  of  Heat  and  Cold" 

2.  Projector 

3.  Heat  lamp 

4.  Hot  water  bottle 

5.  Heating  pad 

6.  Ice  bag  997  Qq^^ 


TEACHER  RESOURCES: 


INTRODUCTION: 

Applications  of  heat  and  cold  ate  ordered  by  the  phy-ician  to 
promote  healing  and  comfort  and  to  reduce  swelling.  Heat  and 
cold  have  opposite  effects  on  the  blood  vessels.  Applying 
heat/cold  may  be  a  responsibility  of  the  NA.  If  so,  it  is 
important  to  keep  in  mind  some  basic  principles  and  safety 
precautions  in  order  to  avoid  injury  or  discomfort  to  the 
client . 

S  ^ '  ' 
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LESSON  PLAN:  66 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT         IX     :       SPECIAL  PROCEDURES 


OUTLINE:       (Key  Points 

I.  Purpose  of  Heat  Application  (CD-I) 

A.  The  purpose  of  heat  is  to  cause  the  blood  vessels 
to  dilate  where  applied;  more  blood  flow  increases 
the  amount  of  oxygen  and  nutrients  to  the  area 
which  will  promote  tissue  healing. 

B.  Dilation  of  blood  vessels  also  speeds  up  removal 
of  waste  products ,  poisonous  substances ,  and 
excess  fliid  from  the  area. 

C.  Uses 

1.  Relieve     pain.     as     in     muscular     spasm.  by 
relaxing  muscles. 

2.  Reduce  inflammation 

3.  Provide  warmth  and  comfort 

II.  Types  of  heat  application 

A.  Warm  compresses  -  moist  heat 

B.  Heat  lamp  -  dry  heat 

C.  Hot  water  bottle 

1.  Dry  heat 

2.  Check  bag  for  leaks  before  applying 

3.  Fill  1/2  full 

4.  Expel  air 

5.  Cover  with  flannel  bag  before  applying 

D.  Heating  pad  -  dry  heat 

E.  Warm  soaks  -  moist  heat 
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III.        Complications  of  Heat  Applications 


(CD-2) 


A.  High  temperature  can  result  in  burns;  remember  thp 
skin  of  the  young  and  elderly  is  more  fragile  and 
easily  damaged;   check  every  five  minutes. 

B.  Complications  may  also  occur  in  clients  with  poor 
sensation,  circulation  problems  or  those  who  are 
confused . 

C.  Signs  that  indicate  burns 

1.  Pain  or  sensitivity  at  the  site  of 
application 

2.  Site  appears  very  reddened  or  darkened 

3.  Blisters 

4.  Any  of  these  signs  would  indicate  to 
discontinue  teatment  immediately  and  report 
to  the  charge  nurse. 

IV.  Purpose  of  Cold  Application 

A.  The  purpose  of  cold  is  to  cause  the  blood  vessels 
to  constr  ict  when  applied;  less  blood  flow 
decreases  the  amount  of  oxygen  and  nutrients  to 
the  area  which  will  reduce  the  amount  of  toxic 
substances  and  waste  products  produced.  (CD-4) 

B.  Uses 

1.  Reduce  pain,  has  numbing  effect 

2.  Prevent  swe  Ming 

3.  Cool  the  b  iy  when  fever  is  present 

4.  Control  bleeding 

V.  Types  of  Cold  Application 

A.  Cold  compresses  -  moist  cold 

B.  Cold  sponge  bath  -  moist  cold 

C.  Ice  bag 

1.  Dry  cold 

2.  Check  for  leaks  before  filling 

0 ,  m; 
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3.     Use   crushed    ice   to   fill   the   bag   2/3   full  (it 

can  be  molded  to  the  client's  body  part) 


4.  Should  be  placed  in  a  flannel  covering 

5.  Should  be  left  in  place  for  30  minutes 

6.  Wait  one  hour  and  then  reapply 

VI.  Complications  of  Cold  Appliction  (CD-5) 

A,     Cold  temperature  can  result  in  tissue  damage 
1.     Signs  that  indicate  tissue  damage 

a.  Pain 

b.  Cyanosis 

c.  Burns  and  blisters  from  intense  cold 

d.  Blanching  pallor 

VII.  Safety  Measures  to  Follow  when  Applying  Heat/Cold 

A.  Always  check  the  temperature  of  a  solution  by  using 
a  thermometer  or  the  inner  aspect  of  your  lower  arm. 

B.  Check  any  type  of  electrical  device  to  be  sure  the 
temperature  control  is  properly  set  and  that  there 
are  no  frayed  cords. 

C.  Make  sure  you  know  how  to  operate  the  equipment 
required  for  the  procedure;  if  not,  ask  the  charge 
nurse  for  instructions. 

D.  Check  the  skin  every  five  minutes  when  heat/cold  is 
applied  for  signs  of  complications. 

E.  Knew  how  long  the  appl  icat  ion  is  to  be  left  in 
place  and  carefully  monitor  the  time. 

F.  Expose  only  the  body  part  where  the  heat/cold  is  to 
be  applied. 

r.  Make  sure  the  signal  light  is  within  easy  reach  of 
the  client. 

VIII.  Summary  and  Conclusion 

A.  Purpose  of  heat  application 

B.  Types  of  heat  application 

C.  complications  of  heat  application 

D.  Purposes  of  cold  application 

E.  Types  of  cold  application 

F.  Complications  of  cold  application 

G.  Safety  measures  to  follow  when  applying  heat  or  cold 
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LESSON  PLAN:  66 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT        IX     :       SPECIAL  PROCEDURES  

CLASSROOM  DISCUSSION: 

1.  How  does  increased  blood  flow  promote  healing? 

2.  What  is  the  major  complication  from  applying  heat? 

3.  ^ow  often  should  the  skin  be  checked  when  applying  heat?  or 
cold? 

4.  How  does  decreased  blood  flow  prevent  swelling/bleeding? 

5.  What     kind     of     signs     may     indicate     tissue     damage  from 
prolonged  exposure  to  cold? 


CLftoSROOM,   LABORATORY.  OR  OTHER  ACTIVITIES: 

1.  Show  tilmstrip. 

2.  Show  types  of  equipment  used  to  apply  baat/cold. 


LESSON  PLAN: 
COURSE  TITLE: 
UNIT         IX  ; 


66 


NURSE  ASSISTANT 


SPECIAL  PROCEDURES 


EVALUATION  ITEMS: 

1.    The    purpose    o£    heat    is  to: 
correct  answer . ) 


(Circle    the    letter    of  the 


a.  Dilate  blood  vessels;  increase  blood  flow 

b.  Dilate  blood  vessels;  decrease  blood  flow 

c.  Constrict  bl'^od  vessels;  increase  blood  flow 

d.  Constrict  blood  vessels  to  stop  blood  flow 

List  three  uses  for  heat. 


a . 
b. 


c. 

Heat  can  be  applied  by  which  of  the  followincj  methods? 
(Circle  the  letter  of  the  correct  answer.) 

a.  Heat  lamp 

b.  Hot  water  bottle 

c.  Heating  pad 

d.  All  of  the  above 

Which  of  the  following  is  no;,  a  sign  that  would  indicate  a 
complication  of  heat?  (Circle  the  letter  of  the  correct 
answer . ) 

a.  Reddened  appearance 

b.  Chilling 

c.  Blisters 

d.  Pain  at  the  site 


The  purpose  of  cold  is  to : 
correct  answer. ) 


(Circl      the    letter    of  the 


a.  Dilate  blood  vessels;   increase  blood  flow 

b.  Constrict  blood  vessels;  decrease  blood  flow 

c.  Constrict  blood  vessels;  increase  blood  flow 

d.  Dilate  blood  vessels;  decrease  blood  flow 
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6.  List  three  uses  for  cold  application, 
a . 

b. 
c . 

7.  Which  of  the  following  is  not  a  method  of  applying  cold? 
(Circle  the  leter  of  the  correct  answer.) 

a.  Cold  compresses 

b.  Ice  bag 

c.  Cold  sponge  bath 

d.  Tepid  bath 

8.  Which  of  the  following  is  not  a  sign  that  would  indicate  a 
complication  of  cold?  (Circle  the  letter  of  the  correct 
answer. ) 

a.  Pain 

b.  Cyanosis 

c.  Blisters 

d.  Reddened  appearance 

For  eacb  of  the  following,  write  "T'*  if  the  statment  is  true, 
or         if  it  is  false. 

  9.      Never  apply  a  solution  for  heat  and  cold  application 

without  checking  the  temperature  first. 

  10.      Expose  only  the  area  to  be  treated  with  heat/cold. 

  11.      Make  sure  the  signal  light  is  within  easy  reach  of 

the  client  when  applying  heat/cold. 
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LESSON  PLAN:  66 


COURSE  TITLE:       NURSE  ASSISTANT  

UNIT         IX     :       SPECIAL  PROCEDURES  

ANSWERS  TO  EVALUATION  ITEMS: 

1.  a 

2.  a.      Relieve  pain  by  relaxing  muscles 

b.  Reduce  inflammation 

c.  Provide  warmth  and  comfort 

3.  d 

4.  h 

5.  b 

6.  a.      Reduce  pain  -  numbing  effect 

b.  Prevent  swelling 

c.  Cool  the  body  when  fever  is  present 

7.  d 


9.  T 

10.  T 

11.  T 
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LESSON  PLAN:   67 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  IX  :       SPECIAL  PROCEDURES 


SCOPE  OF  UNIT: 

This  unit   covers   special  procedures  which  include:  admission; 
in-house  transfer  and  discharge  of   the  client;   raeasur ing  vital 
signs ;  weighing,   measuring  height ;   applying  heat  and  cold ; 
preventing    and    caring    for    decubitus    ulcers;    and    car'.ng    •  or 
clients  receiving  oxygen  therapy. 

INFORMATION  TOPIC:  OR  DEMONSTRATION:  IX-.67 

APPLYING  A  WARM  MOIST  COMPRESS 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.    Demonstrate  how  to  apply  a  warm  moist  compress  according  to 
the  steps  of  procedure. 

SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 


1. 

HO  1:      Applying  a  Warm  Moist  Compress 

2. 

Basin 

3. 

Bath  thermometer 

4. 

Compress  -  small  towel,  washcloth,  or  gauze  squares 

5. 

Plastic  wrap 

6. 

Ties,  tape,  or  rolled  gauze 

7. 

Bath  towel 

8. 

Waterproof  bed  protector 

901 
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TEACHER  RESOURCES: 


INTRODUCTION: 

A  compress  is  a  smal 1  towel .  gauze  square  or  washcloth  which 
is  applied  to  a  smal  1  area  of  the  body.  This  procedure  will 
only  be  performed  by  the  NA  if  the  skin  is  intact  and  it  is 
not  considered  a  sterile  procedure.  The  charge  nurse  would  be 
responsible  for  that  type  of  compress.  Make  pertinent 
observations  when  applying  this  type  of  heat. 
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LESSON  PLAN:   §2 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  IX   :       SPECIAL  PROCEDURES 


STEPS  OF  procedure: 
Applying  a  Warm  Moist  Comprese 
Steps  beginning  procedure 

1 .  Wash  your  hards . 

2.  Assemble  necessary  equipment. 

3.  Identify  and  greet  client.     Identify  self. 

4.  Explain  what  you  are  going  to  do. 
o.     Provide  privacy. 

Warm  moist  compresc  procedure 

6.  Position  client  in  a  comfortable  position. 

7.  Place  waterproof  bed  protector  under  the  body  part  that 
is  to  receive  moist  rompreSvS. 

8.  Fill  basin  1/2   to  2/3  full  wita  hot  water  that   is  105 
to  115°F. 

9.  Place  compress  into  hot  watpr. 

10.  Wring  out  compress  so  water  is  not  dripping  from  it. 

11.  Apply  to  specified  area  and  note  time  of  application. 

12.  Cover  compress  with  a  plastic  wrap  and  then  with  a  bath 
towel.  (CD~1) 

13.  Sec -re  towel  in  placs  with  ties,  tape  or  rolled  gauze. 

NOTE:    May  apply  warm  water  bottle/heating  pad  if 

ordered .  (CD-2 ) 

14.  Make    sure    signal    light    is    within    reach;    check  area 
every  five  minutes:  change  compress  if  cooling  occurs. 

15.  Remove  moist  compress  after  20  minutes;   pat  dry  with  a 
towel.  (CD- 3) 
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Steps  ending  procedure 

16.  Remove,  clean,  and  store  equipment. 

17.  Wash  your  hands. 

18.  Make   the   client   comfortable;    place   call   signal  withi: 
reach. 

19.  Record  ooservations . 

NOTE:      Report  anything  unusual  to  the  charge  nurse. 

SUMMARY  AND  CONCLUSION: 

1.  Classroom  discussion. 

2.  Review   steps    o£  procedure. 
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LESSON  PLAN:   67 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT  IX   ;       SPECIAL  PROCEDURES  

CuASSRCOM  DISCUSSION: 

1.  After  applying  the  compress,  what  should  you  put  over  it? 

2.  What  could  you  put  on  top  of  the  area  to  provide  additional 
heat? 

3.  How  long  do  you  leave  a  moist  compress  on? 


CLASSROOM.   LABORATORY.   OR  OTHER  ACTIVITIES: 

1.  Instructor  demonstrates  applying  warm  moist  compress, 

2.  Students  demonstrate  applying  warm  moist  compress. 


LESSON  PLAN:   67 

COURSE  TITLli:      NURSE  ASSISTANT 


UNIT         IX  :      SPECIAL  PROCEDURES  

EVALUATION  HEMS:  NAME  OF  STUDENT 


APPLYING  A  WARM  MOIST  COMPRESS 


EQUIPMENT: 


1.  Basin 

2.  Bath  thermometer 

3.  Compress  -  small  towel,  washcloth  or  ^auze  squares 
A.  Plastic  wrap 

5.  Ties,  tape,  or  rolled  gauze 

6 .  Bath  towel 

7.  Waterproof  bed  protector 


DID  THE  STUDENT 


A.    Steps  beginning  procedure 
1.    Wash  hands. 


2.    Assemble  necesisary  equipment. 


3.    Identify  and  greet  client.    Identify  self. 


4.    Expxain  r'^ocedure  to  client. 


5.    Provide  privacy. 


B.      Steps  of  procedure 

6.    Position  client  in  a  comfortable  position. 


7.    Place  waterproof  bed  protector  under  the  body 
part  that  is  to  receive  moist  compress. 


8.    Fill  basin  1/2  to  2/.  full  with  hot  water  that  is 
100    to  115  ^  e. 
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9.    Place  compress  into  hot  water. 


YES  '  NO 


10.    Wring  out  compress  so  water  is  not  dripping  from  it. 


11.    Apply  to  specified  area  and  note  time  of  application. 


12.    Cover  compress  with  a  plastic  wrap  and  then  with 
a  bath  towel. 


13.    Secure  towel  in  place  with  ties,  tape  or  rolled 
gauze. 


14.    Make  stre  signal  light  is  within  reach;  check  area 
every  five  minutes;  change  compress  if  cooling 
occurs . 


15.    Remove  moist  compress  after  20  minutes;  pat  dry 
with  &  towel. 


C.  Steps  ending  procedure 

16.    Remove,  clean,  and  store  equipment. 


17.    Wash  hands. 


18.    Make  the  client  Cv'>mf  or  table;  place  call  signal 
within  reach. 


19.    Record  observations  and  report  anything  unusual 
to  charge  nurse. 


The  student  has  satisfactorily  completed  the  procedure  "APPLYING  A  WARM  MOIST 
COMPRESS"  according  to  the  steps  outlined. 


Inst'  ctor's  signature 
(Verifying  Satisfactory  Completion) 
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APPLYING  A  WARM  MOIST  COMPRESS 


HO  1 


Wrap  the  extremity 
with  the  compress. 


Cover  the  compress  with 
the  plastic  wrap. 


Cover  the  plastic  wrap 
mih  a  towel  and  secure 
in  place. 


Check  the  skin  under  the  heat 
application  for: 

•  Too  much  redness 

•  Discoloration  of  the  skin 

•  If  you  think  the  patient 
IS  being  burned 
discontinue  treatment 

Report  to  tae  nurse 
immediately 
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LESSON  PLAN:  68 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  IX  :       SPECIAL  PROCEDURES 


SCOPE  OF  UNIT: 

This  unit  covers  special  procedures  which  include:  admission; 
in-house  transfer  and  discharge  of  the  client;  measuring  vital 
signs;  weighing,  measuring  height;  applying  heat  and  cold;  and 
preventing  an^  caring  for  decubitus  ulcers;  and  caring  for 
clients  receiving  oxygen  therapy. 

INFORMATION  TOPIC:  OR  DEMONSTRATION:  IX-68 

APPLYING  A  WARM  WATER  BOTTLE 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Demonstrate   how  to   apply  a  warm  water   bottle  according 
to  the  steps  of  procedure. 


SUPPLEMENTARY  TEACHING /LEARNING  ITEMS: 

1.  Warm  water  bottle 

2.  Cover  (flannel) 

3.  Towel 

4.  Bath  thermometer 

5.  Water  -  lOC^  to  1150  f 

6.  Graduate 


1019 


TEACHER  RESOURCES: 


INTRODUCTION: 

Heat  reliever  inflammation  by  vasodilation  (increasing 
circulation).  It  reduces  discomfort  due  to  chilling  and 
relaxes  muscles .  tendons  and  ligaments .  We  have  discussed  the 
use  of  the  warm  water  bottle  and  the  principles  of  safety  to  be 
considered  when  applying  heat.  Always  test  warm  water  bottles 
for  leaks  before  filling  them.  The  temperature  of  the  water 
Should  be  between  100°  -  115^  F.  Today  you  will  learn  how  to 
properly  fill  and  administer  this  heat  treatment,  keeping  first 
in  mind   the  client • s   safety  and  comfort. 
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LESSON  PLAN:  68 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  IX  :       SPECIAL  PROCEDURES 
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STEPS  OF  PROCEDURE 

Applying  a  Warm  Water  Bottle, 

Steps  beginning  procedure 

1 .    Wash  your  hands, 

2-    Assemble  necessary  equipment, 

3.  Identify  and  greet  client.     Identify  self, 

4.  Explain  what  you  are  going  to  do. 

5.  Provide  privacy. 

Warm  water  bottle  procedure 

6.  Rinse  warm  water   bottle  with  hot   tap  water;    test  for 
leaks.  (CD-I) 

7.  Fill    graduate    with    warm   water    and    test  temperature 
with  bath  thermometer  (110  -  115  ),  (CD-2) 

8.  Pour  warm  water  into  bag  until  approximately  1/2 
full.  (CD-3) 

9.  Expel  air  from  bottle. 

10.  Close  opening, 

11.  Dry  top  and  nec^  of  bottle, 

12.  Apply  flannelette  cover  or  wrap  in  dry  towel  to 
prevent  burns  and  to  secure  in  place. 

13.  Apply  as  ordered, 

14.  Record  time,  temperature  of  water  and  area  to  which  it 
is  applied, 

15.  Make  sure  signal  light  is  within  reach;  check  client's 
skin  area  and  dryness  of  warm  water  bottle;  cover 
every  thirty  minutes  to  prevent  burns,  (CD-4) 
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16.     Refill    warm   vator    bottle    as    often    as    necessary  to 
retain  desired  heat > 

Steps  ending  procedure 

17.  Remove«  clean,  and  store  equipment. 

a.  Dry  inside  and  outside  of  bottle. 

b.  Hang  upside  down  with  cap  off. 

c.  Store,   inflated,  in  cool  place. 

18.  Wash  your  h^nds. 

19.  Make    client    comfortable;     place    call    signal  within 
reach . 

20.  Record  observations. 

NOTE:      eport  anything  unusual  to  charge  nurse. 

SUMMARY  AND  CONCLUSION: 

1.  Classroom  discussion. 

2.  Review  steps  of  procedure. 
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LESSON  PLAN:  68 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT        IX     ;       SPECIAL  PROCEDURES  

CLASSROOM  DISCUSSION 

1.  What  should  you  do  before  filling  a  warm  water  bottle? 

2.  What  should  be  the  temperature  of  the  water  that  fills  the 
warm  water  bottle? 

3.  How  full  should  the  bag  be  filled? 

4.  How  often  should  the  extent  be  checked? 

5.  How  often  should  the  warm  water  bottle  be  filled? 


CLASSROOM,   LABORATORY,  OR  OTHER  ACTIVITIES: 

1.  Instructor  demonstrates  applying  warm  water  bottle. 

2.  Students  practice  applying  warm  water  bottle. 
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LESSON  PLAN:   68 


COURSE  TITLE:      NURSE  ASSISTANT  

UNIT  IX  :       SPECIAL  PROCEDURES  

E^'ALUATION  ITEMS:  NAME  OF  STUDEcIT  . 

APPLYING  A  WARM  WATER  BOTTLE 

EQUIPMENT: 

1.  Warm  water  bottle 

2.  Cover  (flannel) 

3.  Towel 

4.  Bath  thermometer 

5.  Water  -  110°  to  115°  F 

6 .  Graduate 


!     DID  THE  STUDENT  • 

YES  !     NO  ! 

!    A.    Steps  beginning  procedure  1 
!           1 .    Wash  hands . 

)  j 
)  j 

!  ! 
'  ! 

!           2.    Assemble  necessary  equipment. 

!          3.    Identify  and  greet  client.    Identify  self. 

!          4.    Explain  procedure  to  client. 

!          5.    Provide  privacy. 

!  B.      Steps  of  procedure 

!          6.    Rinse  warm  water  bottle  with  hot  tap  water; 
!                 test  for  leaks. 

\  ! 

!           K    Fill  graduate  with  warm  water  and  test 

!                 temperature  with  bath  thermometer  (llO^-  115°  F) . 

!          8.    Pour  warm  water  into  bag  until  approximately 
!                 1/2  full. 

YES 


NO 


Expel  air  from  bottle. 


10.    Close  opening. 


Dry  top  and  neck  of  bottle.                                              !         !  ! 

12. 

Apply  flannelette  cover  or  wrap  in  dry  towel  to              !         !  ! 
prevent  bums  and    o  secure  in  place.                              t         \  ! 

13. 

Apply  as  ordered.                                                               !          !  ! 

14. 

Record  time,  temperature  of  water,  and  area                    !         !  ! 
to  which  it  is  applied.                                                       !          !  ! 

15.    Make  sure  signal  light  is  within  reach;  check 
client's  skin  area  and  dryness  of  warm  water 
bottle  cover  every  thirty  minutes  to  prevent  burns. 


16.    Refill  warm  water  bottle  as  ofhau  as  necessary 
to  retain  desired  heat. 


C.  Steps  ending  procedure 

17.    Remove,  clean,  and  store  equipment. 

a.  Dry  inside  and  outside  of  bottle. 

b.  Hang  upside  down  with  cap  off. 

c.  Store  inflated  in  cool  place. 


18.    Wash  hands. 


19.    Hoke  client  comfortable;  place  call  signal 
within  reach. 


20.    Record  observations  and  report  anything  unusual 
to  charge  nurse. 


The  itudent  has  latisfactorlly  computed  the  procedure 
BOTTLB"  according  to  the  fteps  outlined. 


'APPLYING  A  WABM  WATER 


Initructor*f  signature 
(Verifying  Satisfactory  Completion) 
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LESSON  PLAN:  69 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT         IX     :       SPECIAL  PROCEDURES 


SCOPE  OF  UNIT: 

jhis  unit  covers   special  procedures  which  include:  adraissioh; 
^n-house  transfer  and  discharge  of   the  client;   measuring  vital 
signs;  weighing;  measuring  height;   applying  heat  and  cold; 
preventing    and    caring    for    decubitus    ulcers;    and    caring  for 
clients  receiving  oxygen  therapy. 

INFORMATION  TOPIC:  OR  DEMONSTRATION:  IX-69 


APPLYING  AN  ICE  BAG  OR  ICE  CAP 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.     Demonstrate   how  to   apply  an   ice   bag   or    ice  cap  according 
the  steps  of  procedure. 


SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  Ice  cap 

2.  Ice  bag  and  wrapper 
3  •  Ice 


9;;: 
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TEACHER  RESOURCES: 


INTRODUCTION: 

We  have  discussed  reasons  for  applying  heat  applications.  An 
ice  cap  or  ice  bag  may  be  ordered  for  several  reasons  -  perhaps 
to  relieve  pain  and  reduce  swelling,  to  control  bleeding  or  to 
lower  the  body  temperature.  Whatever  the  reason  for  cold 
application,  it  is  important  to  keep  in  mind  the  safety  and 
comfort  of  the  client.  Since  frostbite  and  damage  to  the  Icwer 
body  tissues  could  result  trom  too  long  an  application,  it 
becomes  necessat/  to  observe  the  client's  skin  condition  every 
twenty  minutes.  Cold  application  should  be  discontinued  at  two 
hour  intervals  or  as  the  physician  orders.  You  will  now  learn 
how  to  fill  an  ice  cap  or  bag. 
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LESSON  PLAN:  69 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT         IX     :        SPECIAL  PROCEDUPES  

STEPS  OF  PROCEDURE: 

Applying  an  Ice  Bag  or  Ice  Cap 

1.  Wash  your  hands. 

2.  Assemble  necessary  equipment. 

3.  Identify  and  greet  client.     Identify  self. 

4.  Explain  what  you  are  going  to  do. 

5.  Provide  privacy. 

Ice  bag/ice  pack  procedure 

6.  Test  equipment  for  leaks  by  filling  with  water. 

NOTE:  This  is  done  outside  the  client* s  room,  usually 
in  the  dirty  utility  room. 

7.  Use  clean  basin,  scoop,  or  spoon  to  collect  ice. 

8.  Fill  ice  cap  or  ice  bag  1/2  to  2/3  full.  (CD-I) 

9.  Expel  all  air  by  placing  bag  on  flat  surface  and 
pressing  down  over  the  ice  and  the  air  pocket  around 
the  opening. 

10.  Dry  outside  of  bag  or  cap.  If  moisture  is  left  on  tne 
bag,   it  may  penetrate  and  cause  injury.  (CD-2) 

11.  Apply  cover  (fitted  wrapper  or  towel  pinned  around 
equipment )  . 

12.  Apply  to  indicated  area. 

13.  Check  every  20  minutes  for  skin  reactions.  (CD-3) 

14.  Remove  cap  or  bag  when  time  has  elapstd  or  refill 
equipment .   if  necessary . 

15.  Application  discontinued  at  two  hour  intervals  ct  per 
physician^s  order.  (CD-4) 
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steps  ending  procedure 

16.  Remove,  clean,  and  store  equipment. 

a .  Dry  excer ior . 

b.  Hang  upside-down  without  cap  closing. 

c.  Store  appliance  inflated  and  closed  in  a  cool  place 
after  drying. 

17.  Wash  your  hands. 

18.  Make  client  comfortable;  place  call  signal  within  reach. 

19.  Record  observations. 

NOTE:    Report  anything  unusual  to  charge  nurs*^  . 

SUMMARY  AND  CONCLUSION: 

1.  Classroom  Discussion. 

2.  Review  steps  of  procedure. 


ERIC 
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LESSON  PLAN:  69 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT        IX     :       SPECIAL  PROCEDURES  

CLASSROOM  DISCUSSION: 

1.  How  full  should  you  fill  the  ice  bag? 

2.  Why  should  you  dry  the  ice  bay? 

3.  How  often  should   the  cliant  be  checked  when  he/she  has  on 
an  ice  bag? 

4.  How  often  shcuJd  application  be  discontinued? 


CLASSROOM.   LABORATORY.   OR  OTHER  ACTIVITIES: 

1.  Instructor  demonstrates  applying  an  ice  bag/ice  cap, 

2.  Students      demonstrate      applying      an      ice      bag/ice  cap. 


• 


ERIC 


9;:<j 
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LESSON  PLAN:  69 

COURSE  TITLE:       Nl'RSE  ASSIS'^ANT  

UNIT         IX  :       SPECIAL  PROCEDURES  

EVALUATION  ITEMS:  NAME  OF  STUDENT  _ 

APPLYINGJIN  ICE  BAG  OR  ICE  CAP 

EQUIPMENT: 

1.  Ice  Cap 

2.  Ice  bag  and  wrapper 

3.  Ice 


!     DID  THE  STUDENT 

YES 

NO  ! 

!    A.    Steps  beginning  procedure  ! 
!          1.    Wash  hands.  ! 

1  ; 

!          2.    Assemble  necessary  ec^uipment. 

!          3.    Identify  and  greet  client.    Identify  self. 

!           4.    Esqplaln  procedure  to  client. 

!           5.    Provide  privacy. 

!  B.      Steps  of  procedure 

!          6.    Test  equipment  for  leaks  by  filling  with  water. 

!           7.    Use  clean  basin,  scoop^  or  spoon  to  collect  ice. 

!           8.     "^ill  ice  cap  or  ice  bag  1/2  to  2/3  full.  ! 

!           9.    Expel  all  air  from  bag.  ! 

921 
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YES 


NO 


10.    Dry  outside  of  bag  or  cap. 


11.    Apply  cover  (fitted  wrapper  or  towel  pinned 
around  equipment). 


12.    Apply  to  indicated  area. 


13.    Check  every  20  minutes  for  skin  reactions. 


14.    Remove  cap  or  ba%  when  time  has  elapsed  or  refill 
equipment  if  necessary. 


15.    Application  discontinued  at  2  hour  intervals 
or  per  physician's  order. 


15.  Feke  sure  signal  light  is  within  reach;  check 
client* s  .^kin  area  and  dryness  of  warm  water 
bottle  cover  every  thirty  minutes  to  prevent  bums. 

C.  Steps  ending  procedure 

16.  Remove,  clean,  and  store  equipment. 

a.  Dry  exterior. 

b.  Hand  upside-down  without  cap  closing. 

c.  Store  inflated  wl^en  dry. 


17 .    Wash  hands. 


18.    Make  client  comfortaMe;  place  call  signal 
within  reach. 


20.    Record  ot»..ervations  and  report  anything  unusual 
to  charge  nurse. 


The  student  has  satisfactorily  completed  the  procedure  "APPLYING  AN  ICE  BAG  OR 
ICE  CAP"  according  to  the  steps  outlined. 


Instructor's  signature 
(Verifying  Satisfactory  Completion) 


ERLC 
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Date 


LESSON  PLAN: 


70 


COURSE  TITLE: 


NURSE  ASSISTANT 


UNIT 


IX 


SPECIAL  PROCEDURES 


SCOPE  OF  UNIT: 

This  unit   covers   special  procedures  which  include:  admission; 
in-house  transfer  and  discharge  of  the  client:  measuring  vital 
signs:  weighing,  measuring  height;   applyirq  heat  and  cold; 
preventing    and    caring    for    oecubitus    ulcers:    and    caring  for 
clients  receiving  oxygen  therapy. 

INFORMATION  TOPIC:  OR  DEMONSTRATION:  IX-70 


LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1,  Demonstrate   how   to   apply  a   heat   lamp  according   to  the 


SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  Heat  lamp 

2.  Bath  blanket 

3.  Bath  towel 

4.  Tape  measure 


APPLYING  A  HEAT  LAMP 
(Lesson  Title) 


steps  of  procedure. 
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TEACHER  RESOURCES: 


introduction: 

A  heat  lamp  is  a  good  way  to  promote  circulation  to  an  area;  it 
is  also  useful  to  dry  draining  wounds  such  as  a  de:ubitus 
ulcer.  A  variety  of  heat  lamps  are  available;  a  gooseneck  type 
lamp  is  most  common  since  it  is  flexible,  allowing  for  various 
positions.  Never  put  linen  over  a  heat  lamp  which  would 
constitute  a  fire  hazard. 


9:; 
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LESSON  PLAN:  70 

COURSE  TITLE:       NURSE  ASSISTANT 


U*""  IX  :       SPECIAL  PROCEDURES 


ERIC 


STE. w  OF  PROCEDURE: 
Applying  a  Heat  Lamp 

Steps  beginning  procedure 

1 .  Wash  your  hands . 

2.  Assemble  necessary  equipmen'.. 

3.  Identify  and  greet  client.     Identify  self. 

4.  Explain  what  you  are  going  to  do. 

5.  Provide  privacy. 
Heat  lamp  procedure 

6.  Plug  in  the  lamp  and  allow  it  to  warm  up. 

7.  Cover  client  with  a  bath  Dlanket  and  fanfold  top 
linens  to  foot  of  bed.  (CD-I) 

8.  Expose  body  area  that  is  to  receive  the  heat. 

9.  Position  the  heat  lamp  so  that  it  is  a  safe 
distance  from  the  skin  depending  on  wattage  of 
light  bulb    use  tape  measure  to  check  the  distance. 

NOTE:     40  watt  bulb  -  18  inches  away 

60  watt  bulb  -  24  inches  away  (CD-2) 

10.  Note  time  of  application. 

11.  tlace  call  signa?,  within  the  client's  reach. 

12.  Check  the  client  every  five  minutes  to  observe 
skin.  (CD-3) 

13.  Remove  heat  lamp  when  treatment  is  completed. 
Return  top  linens  to  proper  pos  ition  and  remove 
bath  blanket. 

NOTE:     Length  of  treatment  is  usually  20  minutes. 

32;; 
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steps  ending  procedure 

14.  Remove,  clean,  and  stcre  equipment. 

15.  Wash  your  hands. 

16.  Make    the    client    comfortable;    place    call  signal 
within  reach. 

17.  Record  observations. 

NOTE:    Report  anything  unusual  to  the  charge  nurse. 

SUMMARY  AND  CONSLUSION: 

1.  Classroom  Discussion. 

2.  Review  steps  of  procedures. 
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LESSON  PLAN:  ^^0 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT  IX  :       SPECIAL  PROCEDURES  

CLASSROOM  DISCUSSION: 

1.  With  what  should  you  cover  the  client? 

2.  If  using  a  40  watt  bulb,   how  far  should  the  lamp  be  placed 
from  the  body?      60  watt  bulb? 

3.  How  often  Ghould  the  client  be  checked? 


CLASSROOM,   LABORATORY,  OR  OTHER  ACTIVITIES: 

1.  Instructor  demonstrates  procedure  of  applying  a  heat  lamp. 

2.  Students  practice  procedure  of  applying  a  heat  lamp. 


927 
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LESSON  PLAN:  70 

COURSE  TITLE:      NURSE  ASSISTANT 


UNIT   IX    :      SPECIAL  PROCEDURES 


EVALUATION  ITEMS:  NAME  OF  STUDENT. 


APPLYING  A  HEAT  LAMP 


EQUIPMENT 

1.  Heat  lamp 

2.  Bath  blanket 

3.  Bath  towel 

4.  Tape  Measure 


!     DID  THE 

STUDENT 

!  YES  ! 

NO  ! 

!    A.    Steps  L-^ginning  procedure 

!  1. 

Wash  hands. 

!  2. 

Assemble  necessary  equipment. 

!  3. 

Identify  and  greet  client.    Identify  self. 

!  4. 

Explain  procedure  to  client. 

!  5. 

Provide  privacy. 

!  B.      Steps  of  procedure 

!  6. 

Plus  in  the  lamp  and  allow  it  to  warm  up. 

!  7. 

Cover  client  with  a  bath  blanket  and  fanfold  top 
linens  to  foot  of  bed. 

!  8. 

Expose  body  area  that  is  to  receive  the  heat. 

YES 


NO  • 


9.    Position  the  heat  lanp  so  that  it  is  a  safe 
distance  from  the  skin  depending  on  wattage  of 
light  bulb,  use  tape  measure  to  check  the  distance 


10.    Note  time  of  application. 


11.    Place  call  signal  within  th«=»  ::lient's  reach. 


12.    Check  the  client  every  five  minutes  to  observe  skin. 


13.    Remove  heat  lamp  when  treatment  is  completed. 
Return  top  linens  to  proper  position  and  remove 
bath  blanket. 


C.  Steps  ending  procedure 

16.    Remove,  clean,  and  store  equipment. 


17.    Wash  hands. 


18.    Make  client  comfortable;  place  call  signal 
within  reach. 


20.    Record  observation:*  and  report  anything  unusual 
to  charge  nurse. 


The  student  has  satisfactorily  completed  the  procedure  "APPLYING  A  HEAT  LAMP" 
according  to  the  steps  outlined. 


Instructor's  signature 
(Verifying  Satisfactory  Completion) 


Date 
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LESSON  PLAN:  71 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT  IX   :       SPECIAL  PROCEDURES  

SCOPE  OF  UNIT: 

This  unit  covers  special  procedures  which  include:  admission; 
in-house  transfer  and  discharge  of  the  client;  measuring  vital 
signs ;  weighing,  measuring  height ;  applying  heat  and  cold ;  and 
preventing  and  caring  for  decubitus  ulcers;  and  caring  for 
clients  receiving  oxygen  therapy. 

INFORMATION  TOPIC:     IX-71  OR  DEMONSTRATION:  IX-71 

PREVENTING  AND  CARING  FOR  DECUBITUS  ULCERS 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 

1.  Describe  the  main  cause  of  decubitus  ulcers. 

2.  List  four  pressure  areas. 

3.  Identify    three    clients    prone    to    formation    of  decubitus 
ulcers . 

4.  List  three  early  signs  of  a  decubitus  ulcer. 

5.  List    observations    that    should    be    made    about    a  decubitus 
ulcer . 

6.  Give  decubitus  care  accorr^ing  to  the  steps  of  procedure. 


SUPPLEMENTARY  TEACHING/LEARNING 

1.  HO  1:      Pressure  Areas 

2.  Trainex    filmstrip  #185: 
Decubitus  Ulcers" 

3.  Concept  Media:  "Pressure". 

4.  Projector  and  Screen 

5.  Lotion 

6.  Heel  and  elbow  pads 

7.  Sheepskin 

8.  Air  or  water  mattress 


ITEMS: 

•'Prevention  and  Treatment  of 
Parts  1  and  2 


TEACHER  RESOURCES: 


INTRODUCTION: 

A  decubitus  ulcer  is  sometimes  referred  to  as  a  pressure  sore 
or  a  bedsore.  It  is  one  of  the  worst  things  that  can  happen  to 
a  client.  The  nurse  assistant  must  remember  that  most  decubitus 
ulcers  can  be  prevented  with  good  nursing  care.  There  are  rare 
situations  where  clients  are  in  such  condition  that  even  the 
best  nursing  care  is  not  enough. 

Keep  in  mind  chat  as  the  NA  you  can  play  a  major  role  in  the 
prevention  o c  decubiti  f rom  developing .  The  NA  will  not  be 
responsible  lor  changing  the  dressing  ov^er  a  decubitus  buy  may 
be  asked  to  help  the  charge  nurse  during  the  procedure. 

The  following  lesson  will  inf  oriii  you  of  proper  care  and 
preventive  measures  of  decubitus  ulcers. 
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LESSON  PLAN: 


71 


COURSE  TITLE: 


NURSE  ASSISTANT 


UNI1 


IX 


SPECIAL  PROCEDURES 


OUTLINE:     (Key  Points) 


I. 


Decubitus  Ulcers 


A.  A  decubitus  ulcer  is  an  inflammation,  sore,  or  lesion 
that  develops  over  areas  where  the  skin  and  tibsue 
underneath  are  injured  due  to  a  lack  of  blood  flow. 

B.  This  lack  of  circulation  usually  happens  because  of 
continuous  pressure  on  the  skin  ov6r  a  bony 
prominence  resulting  from  the  way  or  length  of  time  a 
client  is  positioned.  (CD-I) 

C.  Pressure  is  the  main  cause;  other  things  such  as 
heat,  friction,  moisture  and  irritating  substances, 
such  as  hairpins/crumbs  can  hasten  the  development  of 
sores . 

D.  Pressure  areas  (HO  1) 


1. 

Back  of  ear 

2. 

Back  of  head 

3. 

Shoulder  blade 

4  . 

Back  bone 

5. 

Elbow 

6. 

Crest  of  pelvis 

7  . 

Hip  bone 

8  . 

Coccyx  region 

9. 

Buttocks 

10. 

Knee  cap 

11. 

Outside  of  ankle 

12. 

Inside  of  ankle 

13. 

Heel 
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Clients  Prone  to  Forming  Decubitus  Ulcerb 

A.  Elderly   clients   -   due   to   sluggish  circulation,  poor 
nutrition.   ISvk  of  exercise/mobility 

B.  Paralyzed   clients   -   because  of  sensory  deficit,  lack 
of  mobility 

C.  Thin  and  malnourished  clients  -  bony  prominence  is 
closer  to  skin  surface 

D.  Obese  clients  -  skin  in  contact  with  skin  can  i^reak 
down;  example:  underneath  the  breasts,  between  legs, 
and  abdominal  folds 

E.  Incontinent  clients  -  constant  dampness  itritates  the 
skin 

Indications  of  Decubitus  Ulcers 

A.  Stage  I   -  early  signs 

1.  Redness  and  tend.rness  of  the  area  (but  no  break 
in  skin)  which  does  not  go  away  with  gentle 
massage 

I.     Complaintr  of  a  burning  sensation 

3.  Coldness  of  the  area,   oluish-grey  color 

4.  Presence  of  edema 

B.  Stage  II  -  skin  becomes  bluish,  mottled  or  dusky 
color;  top  layer  of  skin  is  broken  or  blistered 

C.  Stagfi    III    -    breakdown    of    deep    layers    of    the  skin; 
open  sore 

Prevention  of  Decibitus  Ulcers 

A.  Determine  which  clients  are  prone  to  developing  sores 
and  check  their  skin  condition  frequently. 

J.     Prevent  pressu  e. 

1.  Change   the  client's  position  frequently  at  least 
every  cwo  hours.  (CO-2) 

2.  Turning  should  be  scheduled  for  helpless  client. 

3.  Use  antip. assure  devices. 

a.     Alternatinj    air    pressure    -    cover    with  only 
v.ne  sheet  and  draw  sheet  to  avoid  additional 

layers  of  material  between  client  aud  mriLlress 
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b.  Air  mattress  -  keeps  pressure  off  half  the 
body  at  a  time;  do  not  use  pins  or  any  sharp 
object  near  mattress 

c.  "Sheepskin"  keeps  skin  dry  with  air 
circulating  through  '-wool";  spreads  pressure 
evenly 

a.     Egg  carton  pad  -  distributes  pressure  evenly 

e.  Pillows  -  provide  support 

f.  Overbed  cradle  -  keeps  weight  of  top  linen 
off  client 

q.     Wateroed  -  distributes  pressure  evfenly 
h.  Other 
Promote  good  circulation. 

1.  Use    gentle    massage     over     bony    prominences  and 
reddened  areas . 

2.  Passive      and      active      exercises      to  stimulate 
circulation » 

Promote  good  skin  condition. 

1.     Keep  skin  clean  and  dry. 

a.  Change  wet/soiled  linens  immediately. 

b.  Wash  peri  area  and  dry  thoroughly. 

2      Keep   bed   linen  dry  and   free   of  wrinkles   and  any 
other  irritating  subs tance . 

3.  Try  to  yrevent  incontinence. 

a .     Reinforce  bowel /bladder  training 

4.  Encourage   good   nutrition    (protein,    vitamins,  and 
minerals)  and  fluid  intake. 

5.  Avoid  injury  to  the  skin. 

Prevent  friction  on  the  client's  skin  by  avoiding: 
1.     Wrinkles  in  bed  sheet 


Q 


1047 


2.  Pulling    a    client    up    in    bed/chair    and  dragging 
over  sheets/pad?  instead  of  lifting 

3.  Vigorous  rubbing/massaging  of  skin 
Observations  to  Make  about  Decubitus  Ulcers 

A.     ^,ocation  of  the  decubitus  ulcer  -  "right:  inner  ankle" 
Condition  of  the  skin  -  ^'reddened  area" 

C.  Size   of    the   decubitus   ulcer   -    "about   the   size   of  a 
nickel" 

D.  Skin  temperature  -  "warm  to  touch" 

E.  Any  treatment  you  performed  -  "massaged  area  gently" 
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LESS OK  PLAN:  71 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT  IX  :       SPECIAL  PROCEDURES  

VI.       STEPS  OF  PROCEDURE  FOR  DECUBITUS  CARE  -(intact  skin  only) 

A.  Steps  beginning  procedure 

1.  Wash  your  hands. 

2.  Assemble  necesbary  equipment. 

3.  Identify  and  greet  client.     Identify  self. 

Explain  what  you  are  going  to  do. 

5      Raisfc    bed    to    the    horizontal    position    that  is 
comfortable  for  you. 

B .  Decubitus  care  procedure. 

5.  Check  turning  schedule. 

6.  Observe  reddened  area. 

7.  Wash  skin  area  with  soap  and  water  if  soiled 
a.     Use  disposable  gloves 

8.  Rub  skin  with  lotion. 

9.  Rub  gently  from  the  outer  area  of   redness  to  the 
center  with  a  circular  motion.  (CD-3) 

10.  Place  clean  linen  on  bed  if  necessary. 

11.  Tighten  linen  (remove  all  wrinkles). 

12.  Turn  client  to  side  listed  on  turning  schedule. 

13.  Lower  bed  to  a  position  of  safety  for  the  client. 


C.     steps  ending  procedure 


1.     Remove,  clean  and  store  equipment* 

15.  Wash  your  hands. 

16.  Record  observations. 

17.  Record   care   given,    time   given  and   side  to  which 
client  was  turned. 

NOTE:  Report  anything  unusual  to  the  charge 
nurse. 

VII.     S  mmary  and  Conclusion 

A.  Decubitus  ulcers 

B.  Clients  prone  to  forming  decubitus  ulcers 

C.  Indications  of  decubitus  ulcer'" 

D.  Prevention  of  decubitus  ulcers 

E.  Observations  to  make  about  decubitus  ulcers 

F.  Classroom  Discussion 

G.  Review  steps  of  procedure. 

A  decubitus  ulcer  or  bedsore  can  be  as  harmful  to  the  human 
body  as  major  surgery.  It  it  worth  every  effort  to  prevent 
it.  For  every  minute  it  takes  to  cause  a  decubitus  it  takes 
weeks  to  heal.  Remember  the  basic  prevention  and  treatment 
techniques  are  simply  stimulating  circulation,  avoiding 
pressure  on  one  area  for  a  long  period  of  time  and  keeping  the 
skin  clean  and  dry  at  all  times. 
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NURSE  ASSISTANT  

SPECIAL  PROCEDURES  

CLASSROOM  Discussion: 

!•       What  are  some  of         bony  prominences? 

2.  Have  you  ever  tried  to  sit  lay/motionless  for  two  hcurs? 

3.  How    do    you     rub    a     reddened    area     of     the     skin  when 
performing  decubitus  care? 


CLASSROOM,   LABORATORY.   OR  OTHER  ACTIVITIES: 

1.  Show  students  antipressure  levices. 

2.  Show  filmstrips. 

3.  Instructor  demonstrates  decubitus  care  procedure. 

4.  Students  practice  steps  in  decubitus  care  procedure. 
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LESSON  PLAN: 
COURSE  TITLE: 
UNIT  IX  : 


LESSON  PLAN: 

COURSE  TITLE:       NURSE  ASSISTAJIT 


UNIT  IX  :       SPECIAL  PROCEDURES 


EVALUATION  ITEMS: 

1.  Describe  the  main  cause  of  decubitus  ulcers: 

2.  List  four  pressure  areas, 
a . 

b. 
c . 
d. 

3.  Which  jf  the  following  describes  a  client  prune  to 
developing  decubitus?  Mark  the  correct  anrwer(s)  with  a 
checjc  (  X  ) . 

 a.       Independently  ambulatory  client 

 b.      Thin  and  malnourished  client 

 c.      Paralyzed  client 

 d.       Incontinent  client 

 e.      Obese  client 
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List  three  early  signs  of  a  decubitus  ulcer. 

a. 

b. 

c. 

Which  of  "he  following  is  not.  a  necessary  measure  to 
prevent  decubitus?  (Circle  the  letter  of  the  correct 
answer) . 

a.  Piomote  good  circulation 

b.  Promote  friction  on  the  client's  skin 

c.  Prevent  pressure 

d.  Promote  good  skin  condition 
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6. 


What  five  observations  should  be  rade  when  taking  care  of 
a  client  with  a  decubitus  ulcer? 


LESSON  PLAN:  _71 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  IX  :       SPECIAL  PROCEDURES 


ANSWERS  TO  EVALUATION  ITEMS: 

1.     Pressure  is  the  main  cause--it  impairs  circulation  and  skin 
and  tissue  underneath  the  poiiit  of  pressure  is  injured. 


The  student  may  list  any  four  of 

the 

following: 

a.  Back  of  ear 

h 

Coccyx  region 

b.  Back  of  head 

i 

Buttocics  ^ 

c.  Shoulder  blade 

j 

Knee  cap 

d.  Back  bone 

k 

Outside  of  ankle 

e.  Elbow 

1 

Inside  of  ankle 

f.  Crest  of  pelvis 

m 

Heel 

g.  Hip  bone 

3.  Student  should  check  b.  c.  d,  and  e. 

4.  The  student  may  list  any  three  o^  the  following: 

a.  Redness  and  tenderness   of   the  area   (but  no  break  in  the 
skin)  which  does  not  go  away  with  gentle  massage 

b.  Complaints  of  a  burning  sensation 

c.  Coldness  of  the  area;  bluish-grey  color 

d.  Prc^sence  of  edema 

5.  b 

6.  a.  Location  of  the  decubitus  ulcer 

b.  Condition  of  the  skin 

c.  Size  of  the  decubitus  ulcer 

d.  Skin  temperature 

e.  Any  treatment  performed 
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LESSON  PLAN:  71 

COURSE  TITLE:      NURSE  ASSISTANT  

UNIT         IX  :       SPECIAL  PROCEDURES  

EVALUATION  ITEMS:  NAME  OF  STUDENT:  

GIVE  DECUBITUS  CARtS 

EQUIPMENT: 

1.  Lotion 

2.  Heel  and  elbow  pads 

3.  Sheepskin 

4.  Air  or  water  mattress 


!  DID 

THS 

STUDENT 

!  YES  ! 

NO  ! 

!  A. 

Steps  beginning  procedure 
1.    Wash  hands. 

2. 

Assemble  necessary  equipment. 

3, 

Identify  and  greet  client.    Identify  self. 

4. 

Explain  procedure  to  client. 

5. 

Raise  bed  to  horizontal  working  height 

!  B. 

Decubitus  care  procedure 
6.    Check  turning  schedule 

7. 
8. 

Observe  reddened  area. 

Wash  skin  area  with  soap  and  water  if  soiled. 

9. 

Rub  skin  with  lotion. 

942 
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!  YES  ! 

NO  ! 

!  10. 

Rub  s^ntly  from  the  outer  area  of  redness  to  the 
center  with  a  circular  motion. 

I  \ 

!  11. 

Place  clean  linen  on  bed  if  necessary. 

;  ; 

!  12. 

Tighten  linen  (remove  all  winkles) 

I  ! 

!  13. 

Turn  client  to  side  listed  on  turning  schedule 

;  j 

7  ' 

!  C.    Steps  ending  procedure 

!  15. 

Remove,  clean,  and  store  equipment. 

!  16. 

Wash  hands. 

!  17. 

Record  obsevatior.s  and  report  anything  unusual 
to  the  charge  nurse. 

!  18. 

Record  care  given,  time  given,  and  side  to 
which  client  was  turned. 

The  studer  t  has  satisfactorily  completed  the  procedure  "GIVE  DECUBITUS  CARE" 
according  to  the  steps  outlined. 


Instructor's  signature 
(Verifying  Satisfactory  Completion) 


Date 
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110  1 

Back  of  Ear 


Shoulder  Blade 
Back  Bone 
Elbow 

Hip  Bone 
Buttocks 


Knees 


Outside  of  Ankle 
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LESSON  PLAN:  72 

COURSE  TITLE:       NURSE  ASSISTANT 


UNIT  IX  :       SPECIAL  PROCEDURES  

SCOPE  OF  UNIT: 

This  unit  covers   special  procedures  which  include:  admission: 
in-house  transfer  and  discharge  of   the  client:   measuring  vital 
signs;  weighing,   measuring  height;   applying  heat  and  cold: 
preventing    and    caring    for    decubitus    ulcr'-s;    and    caring  for 
clients  receiving  oxygen  therapy. 

INFORMATION  TOPIC:     IX-72  OR  DEMONSTRATION: 

OXYGEN  THERAPY 
(Lesson  Title) 

LESSON  OBJECTIVES  -  THE  STUDENT  WILL  BE  ABLE  TO: 


1. 

List  two  types  of  oxygen  containers. 

2  . 

List  two  methods  of  administering  oxygen. 

3. 

Identify  five  safety  measures   to   follow  when 

administering 

oxygen. 

4. 

Recognize       five       comfort      measures  to 

follow  when 

administering  oxygen. 

SUPPLEMENTARY  TEACHING/LEARNING  ITEMS: 

1.  Oxygen  tank 

2 .  Plastic  mask 

3.  Nasal  cannula 


94.,, 
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TEACHER  RESOURCES: 


INTRODUCTION: 

Oxygen  is  a  colorless.  odorless.  tasteless  gas  that  is 
absolutely  necessary  to  life.  Because  of  a  disease  or 
condition,  the  client  may  not  be  able  to  take  in  enough  oxygen 
on  his/her  own  by  breathing. 

Oxygen  is  considered  a  drug.  The  doctor  must  order  it  to  be 
administered.  The  licensed  person  will  be  responsible  for  the 
administration  of  oxygen;  however,  the  Nurse  Assistant  will  be 
assigned  to  take  care  of  clients  who  are  receiving  oxygen  and 
should  be  familiar  with  the  equipment  used  and  baoic  safety  and 
comfort  measures  to  follow. 
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LESSON  PLAN: 
COU.ISE  TITLE: 
UNIT  IX  : 


72 


NLRSE  ASSISTANT 


SPECIAL  PROCEDURES 


OUTLINE:  (Key  Points) 
!•        Oxygen  Equipment 

A.  Oxygen  containers 

1.  Oxygen  cylinder  or  tank 

2.  Central  or.yqen  eystem  with  wall  outlet  connector 

3.  Machines  that  remove  oxygen  from  room  air 

B.  Mr  hods  of  administration  of  oxygen  (PD-l) 
1 .     Nasal  cannula 

a.  Two  prongs  leading  from  the  tubing  are  placed 
in  each  nostril  and  held  in  place  bv  an 
elastic  strap  around  the  head. 


II 


b.     Plastic       tubing  connects 
contaiaer  to  the  cannula. 


oxygen 


source 


to 


c.  This       s     the     nosr     common    device  ufgu 
administer  cxygen  (O2). 

d.  Client   should  not  breathe  t^rough  mouth  since 
the  oxygen  will  go  out  the  opened  mouth. 


Mask 
a 


Plastic  mask  placed  over  the  nose  and  mouth 
and  fitted  to  nose  with  metal  adjuster 

Used  for  the  client  who  is  breathing  through 
his/her  mouth 


c.     The  most  effective  way  of  delivering  oxygen 
Safety  Measures 

A.     Oxygen  speeds  up  combustion 

1.     Post  "No  Smoking''  signs  when  oxygen  is  set  up. 
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2.  Check  electrical  equipment  (electric  razor, 
heating  pad.  radio)  outside  o  client's  room  to 
assure  proper  functioning.  ir  a  spark  occurs 
from  faulty  equipment,  it  is  much  more  likely  to 
burn  faster  and  easier  due  to  the  hiah  o 
concentration. 

3.  Avoid   use    of    oil-based    products    (Va&sline.  A&D 
Ointment)  near  oxygen. 

4.  Avoid   static   electricity  from  synthetic   or  wool 
fabrics , 

B-  Check  to  see  that  portable  oxygen  tanks  are  secured 
with  straps  to  prevent  them  from  falling. 

C.  Check  the  oxygen  gauge  indicating  the  amount  of 
oxygen  left  in  the  tank;  notify  the  charge  nurse  if 
the  suiply  is  low. 

D.  Check  the  tubing  for  kinks  and  disconnections. 

E.  Check  to  cee  that  the  client  is  not  lying  on  the 
tubing. 

F.  Check  flowmeter  on  oxygen  tank  to  make  sure  it  is 
delivering    the    prescribed    rate;    hO   NOT    change  the 

setting,  report  lo  the  '^v-^rge  nurse  iTnio,^i.-,»-oi y  ^- f  it 
is  not  correct. 


G.    Check  water   level    in  humidifying    jar;    it  should  be 

high  enough  (2/3  full)   bo  that  it  bubbles  as  oxygea 

goes    through    it.      It    should    also    appear  clear--no 

particulate    matter.      if    anything    appears  abnorrodl. 

report  to  charge  nurse.  (CD-2) 

III.    Comfort  Measures 


A.  Check  the  elastic  headband  securing  face  mask  or 
cannula  in  place  to  see  that  it  is  not  too  tight  and 
causing  pressure  ireas. 

B.  Check  for  irritation  from  the  mask  or  cannula  around 
the  face  and  ears;  pad  pressure  areas  with  cotton. 

C.  Keep  the  skin  under  cannula  or  mask  clean  and  dry. 

D.  Give  frequent  or U  hygiene  and  adequate  fxaids  to  the 
client;  oxygen  dry..ii  to  tissue,  the  mouth  becomes 
dry  and  stale-tasting. 

E.  ove  and  wipe  f-,.  rsasK  every  oiiift  to  rid  mask  of 
moisture. 
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F.  Check  that  face  mask  is  snug  and  not  allowing  oxygen 
to  be  ineffective. 

G.  Observe  for  any  signs  and  symptoms  that  client  is  not 
getting  enough  oxygen. 

1.  Client  feels  liKe  he/she  ''can't  breathe^^ 

2.  Restlessness,   irritability,  anxious  or  frightened 

3.  Decreased    muscle    cojrdination    and    slowed  mental 
abilities 

4 .  Dyspnea ,  cyanosis 

5.  Increased  rate  and  depth  of  respirations 

6.  Cli^^nt  complains  of  dizziness  or  faintness  (CD-3) 
Summary  and  Conclusion 

A.  Oxygen  equipment 

B.  Safety  measures 

C.  Comfort  measures 

The  nurse  assistant's  role  in  oxygen  therapy  is^o 
make  pertinent  observations.  Clients  receiving 
oxygen  may  not  be  a  common  occurrence  in  every 
facility,  but  all  nur^e  assistants  should  have  an 
understanding  of  how  dangerous  this  can  be  if  not 
handled  properly  and  what  he/she  can  do  to  keep  the 
client        comfortable        while        receiving  oxy^/en. 
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LESSON  PLAN:  72 

COURSE  TITLE:       NURSE  ASSISTANT  

UNIT  IX   :       SPECIAL  PROCEDURES  

CLASSROOM  DISCUSSION: 

1.  What  ways  have  you  seen  oxygen  administered? 

2.  Why  is  it  necessary  to  humidify  oxygen? 

3.  If    you    noted    signs    of    the    client    not    getting  enough 
oxygen,  what  should  you  do? 


CLASSROOM,   LABORATORY.   OR  OTHE)  ACTIVITIES: 

1.        Show  students  different    equipment  u^ed   in  oxygen  therapy 


9:30 
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LESSON  PLAN:  72 

COURSE  TITLE:       NURSE  ASSISTANT 
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UNI-.:  IX  :       Sr^ECIAL  PROCEDURES  

EVALUATION  ITEMS: 

1.       List  two  types  of  oxygen  containers, 
a . 
b. 

List  two  methods  of  administration  of  oxygen, 
a . 
b. 

3.  A  client  is  receiving  oxyyen.  The  nurse  assistant  should 
do   all   of   the   following  except:      (Circle   the   letter  of 

the  correct  answer . ) 

a.  Check  to  see  that  portable  oxygen  tanks  are  secure. 

b.  Check  tubing  for  kinks  and  disconnections. 

c.  Make  sure  the  client  is  not  lying  on  the  tubing. 

d.  Change   the   flowmeter    to  what   you   feel    is   the  right 
flno'inf  of  ovyqpn  the  client  i--^  to  'eraive. 

4.  Which  of  the  following  is  a  sign  that  the  client  is  not 
getting  enough  oxygen?  (Circle  the  letter  of  the  correct 
answer . ) 

a.  Restlessness,  anxious 

b.  Dyspnea,  cyanosis 

c.  Dizziness  or  faintness 

d.  All  of  the  above 

For  each  of  the  following,  write  "T"  if  th-  statement  is  true, 
or  "F"  If  It  is  false. 

 5.      Using  oil-based  products  near  oxygen  is  dangerous. 

 6.      The    water    level    in    the    humidifying    jar    should  be 

about  1/4  full. 

 7.      The  face  mask  should  'it  snugly  on  the  face. 

 8.      Oral  hygiene  should  only  be  done  after  meals  for  the 

client  receiving  oxygen. 
 9.      Check   for   any   signs   of   irritation  from  the  mask  or 

cannula. 
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Never  remove  the  face  mask  when  it  is  ir  place. 
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LESSON  PLAN:  72 

COURSE  TITLE:      NURSE  ASSISTANT 


tJNIT  IX  :       SPECIAL  PPOCEDURES 


ANSWERS  TO  EVALUATION  ITEMS: 

1.       The  student  nay  list     ny  two  of  the  following: 


a. 

K 
O  • 

C. 

2. 

a. 

b. 

3. 

d 

4. 

d 

5. 

T 

6. 

P 

7. 

T 

8. 

F 

9. 

T 

10. 

F 

8026U 
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Appendix  A 


J)ecember  22,  1987 


CONGRESSIONAL  RECORD  ~  HOUSE 


Subline  C— N 
TAUT  I 


^^;;;:l!!UlMll)ILn«me  Reform 
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SKC  «0ivHEQlllKKMF:NT3  FOU  SKIIJ,En  NURblNU 
FACILITIES. 

•  '(a)  SPEciricATiorf  or  Facility  RFrquinr- 
MENTS  — Title  XVIII  of  the  Social  Security 
.Act  la  amended— 

(1)  by  aniendin?  subsection  (J)  of  section 
1881  (42  U.S.C.  1395X)  to  read  cs  follows: 

The  lerm  'akilled  nursliig  facility^  Has  - 
^the  meaning  given  such  ,terni  In  section 
.1819(a)/-; 

.iA(2)  by  adding  at  the  end  of  action*  iP64 
(42  U^.C.  1395aa)  the  following  new  subsec- 
.tlon:  *  '        '  -  .  w  ^ 

^^-.•^(d)  The  Secretary'  may  not  ent^r  an 
.  agreement  under  thla  section  with  a  State 
.yjiih  respect  to  determining  whether  an  Ir 
'Btltutlon  therein  la  a  skilled  nursing  facility 
/.unJesa  the  State  meets  the  requirements 
specified  In  section  1819(e)/':  and 
C'i(3)  by  adding  at  the  end  of.  part  A  the  fol- 
!jowijig  new  section: 

••(2J  Heouuiemd^ts  ron  nursc  Aior  TRAtN- 

UVC  AtlD  COMPCrCNCY  XVALOATIOH  fROGOAMS^ 
AND  FOR  NURSI  AIDE  COMPJCXEIfCY  EVALOATION 
PROGRAMS. — 

••(A)  In  GENERAU^Por  purposofi  of  auhnpc- 
tlons  tb)(5)  and  (e)(l)lA).  the  3ecrctary 
shall  establish,  byiiot  later  than  September 
1, 1988-  '   

••(i)  requirements  lor  Uie  approval  of 
nurse  aide  training  and  competency  evalua- 
tion proKrams,  including  Tcqulrcmrnts  relat- 
ing to'Cl)  the  areas  to  be  coreird  in  such  a 
program  (Including  at  lenst  ba^lc  nurrslng 
BklUa,  ipersonal  xarc  :sklUa,  cognitive,  bchav- 
kirai  and  social  csxt.  ibaslc  restorative  serv- 
kaea,  .and  nealdents'  iriglitjw).  content  of  the 
owrriculura,  mJnlmuin  hoiir^  of  initial 
and  ongoing  training  and  rrbroinlng  (Incline 
ing  not  Icaa  tiian  75  hou^  In  llie  6vne  of  hd- 
WaJ  tciiinlng).  (ill)  qualifications  of  Instruc- 
tors, and  (IV)  procedurea  :or  determination 
of  acx)mi)etciicy: 

••(II)  requlremcnta  Xor  fthe  fipproval  oi 
nurse uilde  competency  evaJiiatiiUi  prognunii, 
loclucllng  requirement  a^elatlng  to  the  Areju 
to  be  covered  In  such  p.  program,  including 
.•X.  least  basic  nursing  sklUfi,  pcmonni  care 
sitllh,  cognitive,,  behavioral  and  social  cartt. 
basic  restorative  iiervJces,  rcsldcnU  rights, 
and  procedurea  far  determination  of  compj»- 
tency:  and 

"(111)  requ>ementa  res^pectlng  llie  nihil- 
.mum  frequency  and  methodology  to  be  used 
by  a  State  In  reviewing  anch  programs*  com- 
pliance with  Uie  jrequli:ementaior  ^ch  pji>^ 
grams.  '  "  '[ 
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'(H)  ArpjiovAL  or  czxKXAxn  prograias.— 
^  uch  requirements— 
"'(I)  may  permit  approval  of  proj^rarn.-?  of- 
fered by  or  In  faculties,  jis  ^eil  a^  ouLslcIe  fa- 
ctlltlcs  (Including  einplo>C(!  oi gnjitrjitloo.^l 
a»id  of  proRranis  In  effect  on  the  date  of  the 
enactment  of  liiis  section: 

•Ml)  shnH  permit  a  State  to  find  that  an 
individual  who  has  completed  (before  July 
1. 1^909^  a  nurse  nrde  trninlng  and  coiiiprten- 
cy  evaluation  program  shall  be  deemed  to 
have  completed  such  a  pronrrun  approved 
under  r;ub!?ectlon  (b)(5)  If  the  State  deter 
mlnr^  that.  At  tlie  tlin*>  the  proRFRni  vqvu\  n/. 
fered.  thr  proRiain  met  the  requlrnnents 
f«r  arn^rovoi  under  such  parngrapli;  and 

"(liu  shall  prohibit  approval  of  sach  a  pro- 
grnin-- 

"(1)  offered  by  or  In  a  .^killed  mirrjlng  fnrll- 
ily  wfUcIi  ha3  been  determined  to  be  out  o! 
compliance  with  tlie  requlre.nenta  of  subjec- 
tion (b).  (c).  or  (d).  wltl>4n  the  prevloua  1 

y<?ars.  or 

'UID  offered  by  or  in  a  Rkllletl  nuiTsIng  fa- 
ulity  unless  Uie  State  makea  the  detenulxif- 
tion.  upon  An  tndlviduars  completion  of  th? 
program,  that  the  individual  Is  competent  to 
provide  F,v;iKliig  and  nursing-related  services 
in  skilled  nursing  facilities, 
A  State  may  not  delegutr  Ita  reeponslblllty 
wilder  claui^e  iliiKIl)  to  the  skilled  muring 
facility. 


^iKC.  4!iiij;F.quiiu:Mf:NT3  run  nuiisinc;  faciij. 

^^^^^^^-c^:^  TIES, 

(a)  SPEciricATioN  or  Fach.itt  RrquinK- 
MrNTS.— Title  XIX  of  the  Social  Security 
Act  l3  ainciidrd  — 

a)  by  rcclcsiRnntlnR  sccJon  1922  ivi  f,rc- 
tlon  1923. 

(2)  by  rede^lRimtliiR  ^rctlnii  1919  nnr- 
tloii  1027  and  by  tr^ln^^f'r|l^^^^  nrwl  iM-.f-rtlnR 
such  section  aftpf  section  Ijril.  and 

(3)  by  UisertluR  after  sectic  n  1918  the  fol- 
lowing new  section: 

••(5)  Required  xfiAiNina  or  »TunsE  aides. 

'•(A)  I«  ccNEnAU^A  iiurslna  facility  tnu5^t 
not  use  (on  a  ful!-tlinc.  Icinu.^rriry  per  dlnn 
or  other  basis)  any  hidlvlduol.  who  l.n  not  a 
licensed  health  professional  (as  drfncd  In 
subparagraph  (E)).  na  a  nurse  aide  In  the  fa- 
cility on  or  after  January  1,  1990.  lor  more 
than  4  months  unless  the  individual--'    -  . 

"(I)  haa. completed  a  training  and  compe-'^ 
iency  evaluation  program,  or  a  competency 
evaluation  program.  Approved  oy  the  SUte 
und^r  subsection  (e)(l>(A),  and        *  :  '  

••(II)  Is  competent  to  provide  such  services. 

••(B)   OrrrRiNQ   coMrnENCT  evaluation 

PROCItAMS  TOR  CURRENT  EMPLOY  EES.— A  nurs- 

Ing  facility  mu5t  pre  do.  for  Ijnilvldua!'; 
used  as  a  nurse  aide  by  the  facility  a3  of 
July  1,  1989.  f  a  competency  evaluation 
program  approved  by  the  State  undci  sub- 
section (c)(1)  and  such  pr^paiallon  m  may 
be  necessary  for  the  hidUldnr  '  to  compkte 
such  a  program  by  Jaiumry  1,  l9iio. 

••(C)  CoMrrrENCY.™Tlie  nursing  facility 
must  net  permit  an  IndlvldjaJ.  other  thai)  In 
a  training  and  comprtcnry  evaluation  pro- 
gram approved  by  the  State,  to  serve  M  a 
nurse  aide  or  provide  services  of  a  type  for 
which  the  Individual  has  n-t  demoastrated 
competency  and  must  not  us^»  such  an  hul!- 
\ldual  as  a  nurse  aide  unlrs,i  the  farllliy  has 
hiqulred  of  the  Slate  registry  eslablHhrd 
under  subsection  (e)(2)(A)  as  to  InformaUon 
In  Uie  registry  concerning  tne  hidlvlaaoJ. 

"(D)  Re  training  required.— For  purposes 
of  subparagraph  (A).  If.  since  an  Individual's 
most  recent  completion  of  a  training  and 
competency  evaluation  program,  there  has 
been  a  continuous  period  of  24  consecutive 
months  during  none  of  which  the  Indlvldua. 
performed  nurshig  or  nurchifr  related  serv- 
ices for  monetary  confpensatlon.  such  indi- 
vidual shall  complete  a  new  training  and 
competency  evaluation  program.  \ 
'"{E)  JIegui^r  in-servicf  rjlUCATlON.—'rilC 
nursing  facility  must  prov'de  such  regular 
performance  review  and  regular  In-servlce 
education  as  assures  that  Individuals  used  aa 
nurse  aides  are  competent  to  perform  serv- 
ices as  nurse  aides.  Including  t'-aining  for  In- 
dividuals providing  nursing  and  ni:rslng-re- 
lated  services  to  residents  with  cognitive  Im- 
pairments. -  •  *  * 
•/•(F)  Nurse  aide  OEriNrD—In  tills  para- 
graph,  the  ten  i  "nurse  aide*  meaiti  any  liidl- 
vldunJ  provldl!  g  nursing  or  nurrdng-relaled 
services  to  r  Mdents  In  a  nursing  facility, 
but  does  not  Include  an  Individual--. 

•'(I)  who  U  a  llcrnsrd  liraUli  professional 
(as  drJIned  In  subparagraph  (U)),  or 

•Xli)  who  volunteers  to  t>rovlde  such  ser\- 
Ices  without  monetary  compensation. 


THE  COMMON  CORE 


ATTRIBl  TES  AND  ATTITUDES 

A  positive  self-image  and  self-esteem  are  inn  lal  to  learning  These 
attributes  determine  goals,  hehuviors  and  responses  to  w/nrs 
Furthermore,  people  depend  on  and  influence  one  another  There- 
fore, It  IS  important  that  students  take  responsthilit\  for  their  li\es 
and  set  appropriate  goals  for  themselves  In  doing  so,  the\  dexelop 
lifelong  altitudes 

The  fanulv  and  so(  letal  fori  es  other  than  schools  pla  \  major  roles  m 
fostering  student  growth,  and  schools  can  provide  a  supportive 
climate  for  that  growth  H'hue  it  is  inappropriate  for  schools  to 
aicept  the  sole  or  even  primary  responsihilitv  for  developing  these 
attributes  and  attituiles,  it  is  also  inappiopnate  to  Uir(\  the  iritical 
importance  of  these  factors  a\  preconditions  lo  learning,  as  conse- 
quent of  the  ic'iihtigoi  all  dis(  iplines,  and  as  desired  oun  omesfoi 
all  students 


Sense  of  (  ommunity 

As  part  of  edu(  at  ion  m  grades  k-l2.  cat  h  student  should  he  able  to 

1  :^c\cU)p  a  sense  i)t  helonging  to  a  group  larger  than  triends. 
laniiK  and  coworkets. 

2  develop  an  understanding  ol  the  impoUaiiee  ol  each  indnidual 
to  the  improvement  of  th^  uualitv  ol  hte  tor  all  in  the 
eomrnunit\ , 

3  examine  and  assess  the  values,  standards  and  trad'tions  t)t  the 
cornniunitN . 

4  understand  and  appreciate  his  h^M  own  historical  and  ethnic 
heritage  as  v\cll  as  that  nt  <nhets  repiescnlec^  ^'  Mim  the  larger 
eomniurutv 

Moral  and  Ethical  Values 

A  s  part  of  education  in  grades  K-12,  cue  h  student  should  be  able  to 

1  recognize  the  nccessitv  foi  moral  and  ethical  conduct  in  a 
society. 

2  recogni/e  that  valucj  attect  choices  and  conflicts, 

3  develop  personal  criteria  lor  making  intormed  moral  .udgments 
ana  ethical  decisions 


Positive  SeIf-(  oncept 

'4  s  part  of  education  m  guuU  s  K-!2,  eaih  student  should  be  able  to 

1  appreciate  his  hei  v\  (^rth  as  a  unique  and  capahle  indiv  idual  and 
exhibit  sell-esteein 

2  develop  a  sense  ot  peisoiul  ettcLtiv  eness  and  a  bclict  in  his  her 
'*hduv  to  shap'' his  hei  lutute. 

3  (^?velop  an  understanding  ol  his  her  strengths  t^nd  weaknesses 
and  the  abditv  to  nia\imi/e  sti  en  hs  and  recti!',  or  compensate 
ior  v^cakncsses 

Motivation  and  Persistence 

A  s  part  of  edui  ation  in  gradc^  K-iJ,  cai  h  student  should  he  able  in 

1  experience  the  ;uide  ot  acconiphshment  that  results  from  hard 
v\ork  and  persisten'^e. 

2  act  through  a  desire  to  succeed  rather  than  a  tear  ot  failure.  v\  hile 
recogni/ing  that  tailiire  is  a  part  of  evervone's  expeiience, 

3  Ntrive  tow'.rd  and  take  ihc  ri'-ks  necessarv  lor  accomplishing 
tasks  and  fulfilling  personal  ambitions 

Reponsibility  and  Self-Reliance 

As  part  of  edui  ation  m  grades  K-12,  each  student  should  he  able  lo 

1  assume  the  priniarv  responsihilitv  lor  identdying  his  her  needs 
and  setting  reasonable  goals 

2  initiate  actions  and  assume  responsihilitv  tor  the  consequences 
ot  tho"^e  actions, 

3  demonstrate  dependabilitv. 

4  demonstrate  self-control 

intellectual  Curiosity 

1 V  patt  of  ediH  ation  w  giades  K-12  eat  h  student  should  he  able  to 

1  (ieinonstratc  a  questioning  attitude  open-iniiuiedness  and 
Luriositv. 

2  demonstrate  in.dependenee  oj  thought  necessi.r\  toi  leactciship 
and  creativ ilv. 

'<    pursue  litelong  learni?^g 

Interpersonal  Relations 

As  part  of  edui ation »/?  grades  K-12.  cai  h  student  should  be  able  to 

1  develop  productive  and  satistymg  relationships  v\ith  others 
based  upon  mutual  respect. 

2  develop  a  sensitivity  to  and  an  understanding  ot  the  needs, 
(jpimons.  concerns  and  customs  ot  others. 

3  participate  actively  in  rf^aching  gioup  decisions 

4  appreciatethe  roles  and  respon>ibihties  of  parents,  i  hildien  and 
^  families 


SKILLS  AND  C  OMPFTENCTES 

AH  educated  (itizens  must  f)ossess  a  loie  of  basu  oi  enabhnsi  skills 
and  (  ompetem  les  that  ptovide  the  i  nth  al  intellei  tual  foun  ions 
fo'  bioader  at  quisition  of  know  ledge  The^c  enabling  skills,  applied 
in  Jncf  se  \\a  \  s.  jonn  the  heart  of  an  aiailemti  expeneme  as  eai  h 
i  oninbutes  lo  the  development  of  undei  ^tafuiimi  w  tthm  and  aniom^ 
diH  jpltnes 


Reading 

As  a  result  of  ediu  ation  in  c/^i<y<'^  K-12.  tadi  uudcm  djould  bi  able 
to 

1  identitv  and  eon^prehend  tlie  main  and  suboidinate  ideas 
details  and  tacts  m  vviitten  vvoik  and  summari/e  the  ideas  in 
his  her  ou  n  v\oi ds, 

2  uientifv,  comprehend  and  in<er  comparisons,  contrasts 
sequences  and  conclusions  in  v\ritten  vv(irk. 

3  lecogni/e  ditferent  purposes  and  methods  ot  uriting,  identitv  a 
writer's  point  ot  v  iev\  and  tone,  and  interpret  a  v\riter\  meaning 
Miferentiallv  as  well  as  literallv. 

4  set  purposes,  ask  questions  and  make  predictions  prioi  to  jnd 
during  reading  and  draw  conclusions  from  reading, 

5  make  critical  judgment^  about  v\Titten  v\ork  including:  separat- 
ing fact  Irom  opinion,  recogm/ing  propaganda,  stereotv  pes  and 
statements  of  bias,  reeogm/ing  inconsistency  and  judging  the 
validitv  ol  evidence  and  sutficicnc^  of  support. 

6  varv  his  her  readmg  speed  and  method  based  on  the  tvpc  ot 
materia!  and  the  purpose  tor  reading, 

7  L.se  the  featuies  ot  books  and  (^ther  reteience  matenals,  such  as 
table  ot  contents,  pretace.  introduction,  titles  and  subtitles 
index,  glossaiv,  appendix  and  bibliographv 

Wrilii.^ 

As  a  lesult  of  Ciiiuatiof}  uiiinidcs  K-12  i.u  h  student  should  Ih'  abli 
to 

1  v\rite  standa^'d  English  sentences  v\ith  coircct  sentence  siiuc- 
lure.  vei  b  tornis,  punctuauon.  cctpitali/ation.  possessi\cs  pliiial 
lorms,  w()id  choice  and  spelling, 

2  select,  organ '/e  and  relate  ideas  and  develop  them  in  co  hei  cut 
paragraphs. 

^  organi/e  sentences  and  paiagiaphs  into  a  varietv  ol  tonus  uiid 
produce  v\ riling  ol  an  appiopriate  length  using  a  vaiietv  ol 
composition  tv  pes, 

4  use  varying  language,  intoimiilion.  stv'c  and  tor  mat  app.'o- 
pnate  to  the  purpose  and  the  selected  audience. 


5  t'oncei\c  ideas  and  seleet  and  use  detailed  examples,  illustra- 
tions, evidence  and  logic  lo  a  velop  the  topic. 

6  tfathei  information  from  primary  and  secondar\  sources,  u  rite  a 
report  using  that  infoimation,  quote,  pfi-^aphrase  and  summar- 
ize accuratelv.  and  cite  sciurces  proper!), 

7  improve  his  or  ner  own  writmg  b\  restriiciunng  LoncLtmg 
errors  and  rewriting 

Speaking,  Listening  and  \  iewing 

4  s  a  result  of  education  intrudes  K~12,  eaih  student  shoidd  he  able 
to 

\    engage  cruicalh  and  Loiistrucn\el\  in  an  oral  Lxchangc  of  ideas, 

2  ask  and  answer  questions  correctl\  and  concisely, 

3  understand  spoken  instructious  and  gi\e  spoken  instructions  to 
others, 

4  distinguish  rele\ant  from  iriele\'ant  iiilormation  and  the  intent 
from  the  details  of  an  oial  message. 

5  identit\  and  comprehend  the  mam  and  subordinate  ideas  m 
speeches,  discussions,  audio  and  \ideu  piesentations.  and  report 
accurately  what  has  been  presented, 

6  comprehend  verbal  and  nonverbal  i>resentations  at  the  lu.^ral, 
inlcrt  ntial  and  evaluative  levels. 

7  deliver  oi^i'  pre^^entaMons  using  a  coherent  sequence  of  thought, 
.  lant>  of  presematU'i^.  suitable  vocabularv  and  length,  and 
nonverbal  communication  appropnatv  for  the  purpose  and 
audience 

Quantitative  Skills 

A.s  a  result  of  eaucation  m  grades  K'}2,  each  student  should  he  able 
to 

1  add,  subtract,  multipl)  and  divide  using  whole  numbers  deci- 
mals, Iractions  and  integer^. 

2  makeand  use  nieasuremcMts  in  boll  traditional  and  metric  units 
to  measure  lengths,  aieas.  volumes,  weights,  temperatures  and 
tmies, 

3  use  tdtios,  proportions  and  percents.  powers  and  rocts, 

4  undei stand  spatial  relationships  and  the  basic  concepts  of 
geometrv, 

5  make  estmiate>  and  approximations,  and  )udgc  the  reasonable- 
ness of  results, 

6  understand  the  basic  concepts  ol  probability  and  statistics 

7  organi/e  data  into  tables,  charts  and  graphs,  and  read  and 
interpret  data  presented  in  these  forms. 

8  formulaic  and  solve  problems  in  mathematical  term> 

Reasoning  and  Problem  Solving 

'1  s  a  result  of  edui  ation  m  i^rades  k- 12,  eai  h  student  should  he  able 
to 

1  rcc.  gi:j  and  use  mductiv  e  and  deducti  e  reasoning,  recogm/c 
fallacies  and  examine  arguments  trom  vaiious  points  ot  view. 

2  draw  reast>nable  conclusions  from  information  found  in  various 
sources,  and  defend  his  her  conclusions  rationally. 

3  formulate  and  test  predictions  and  hypotheses  based  on  appro- 
priate data, 

4  comprehend,  develop  and  use  concepts  and  generalizations, 

5  identif\  cause  imd  effect  relationships. 

6  identify  and  formulate  problems, 

7  gather,  analyze,  synthesize  and  cvalui^'v  information  pertinent 
to  the  problem, 

X  develop  alternative  solutions  to  problems,  weigh  relative  I'sk" 
and  benefits,  make  logical  decisions  and  verify  results, 

9  use  critical  and  creative  thinking  skills  to  respond  to  unantici- 
pated situations  and  recurring  problems 

Learning  Skills 

A  s  a  result  of  education  in  ^rizdes  K~12,  cat  h  student  should  e  able 
to 

I    set  learninggoalsand  priorities  consistent  with  stated  objectives 
and  progress  made,  and  allocate  the  time  necessary  to  achieve 
Q  lem. 


2  deteimme  what  is  neideo  to  aLiomplish  a  task  and  '.sKthlisii 
habits  conducive  to  learning  uuie{)endenilv  ()r  with  oilieis 

3  follow  a  schedide  tnat  accounts  for  both  sfu)H  and  long  lenn 
project  accomplishment. 

4  locate  and  use  a  varietv  of  sources  oi  intcMmdiior  HKiuilnig 
print  and  lUMiprint  materials,  computers  ai^d  othci  lechnol  » 
gies.  mter\rews  arrd  direct  observations 

read  i^r  lisien  specific  information  antl  lake  clteciiM  and 
effiLient  niucs 


I  NDERSTANDIN CS  AND  APPLIC  A 1  IONS 

.VA///s  and  i  onipetcm  les  cannot  be  ends  -n  themselves  {  nless  stu- 
dents have  the  knowledge  and  experiences  needid  to  (ippl\  thi>st 
learnings  and  develop  a  fuller  understanding  of  life,  their  vdu(atu>n 
M  /// be  meomplew  Si  hools  must  therefore  aaept  responsihiln\  for 
leading  students  through  a  bodv  of  Knowledge  and  its  oppluaiu^n 
This     u  hat  comprises  the  major  ( ontent  of  the  (  urrn  ulum 

These  understandings  and  appluations  have  been  grouped  hert 
un'^er  the  tisuul  disaplines,  hut  it  is  important  to  reiogniLC  the 
inter-relationship  among  the  disaplines  and  to  prcfmote  students 
ability  to  transfer  kmns  ledge  and  appluations  across  suh/e(  t  areas 


The  Arts:  Creative  and  Performing 

A  s  a  result  o^  edui  ation  m  grades  k-l2,  clh  fi  studt  nt  sfioidd  he  ahl, 
to 

1  express  Ii.s  her  own  concepts,  rdeas  and  '  ^tUUiiis  through  one 
or  more  of  the  arts  (art,  rnusic,  drama  .   J  dance) 

2  appreciate  the  importance  of  the  arts  m  expressing  and  illumi- 
nating human  experiences, 

3  understand  that  personal  beliefs  and  societal  values  influence 
art  forms  arid  styles, 

4  identify  the  materials,  processes  a;id  t(u>ls  used  m  the  produc 
tion.  exhibition  and  public  performance  ol  works  ol  an  niiisie 
drai.ia  and  dance. 

5  \\\t  anJ  understand  language  appropriate  loeach  art  10  ni  when 
discussing,  critiquing  and  interpreting  v/orks  in  the  \is^a'  ano 
performing  arts, 

^  identify  significant  vvorks  and  recognize  ihe  aestheiiL  qualities 
of  art,  music,  drama  and  dance  from  dilferent  historical  periods 
and  cultures 

C  areers  and  Vocations 

4s  a  result  of  eduiaiion  mguhies  K-{2.  each  student  sfiouid  bt  ahit 
to 

1  demonstrate  positive  attitudfs  toward  work,  including  actep 
tance  ot  the  necessuy  of  mak  ng  a  liv  mg  a^d  an  appreciation  dt 
the  social  value  and  dignity  of  work, 

2  demonstrate  attitudes  and  habits  (such  as  pnuc  in  gixnl  woik- 
manshtp, dependability  and  regul  ir  Jttendance)  and  theempk- 
ability  skills  and  specialized  knc»  ledge  that  w  ill  make  the  indi 
vrdual  a  productive  participant  in  r;.onomic  life  and  a  contributor 
to  society 

consider  the  range  of  ocmpations  that  w  ill  be  personallv  satish 
ng  and  suitable  to  his  he.  skills,  inteiests  and  aptitudes, 

4  identify,  continue  or  pursue  the  education  and  trainiag  hclls 
sary  for  us  her  chosen  career  vocation, 

5  understand  personal  economics  and  its  relatumship  to  skilK 
required  for  emplt^yment.  promotion  <'nd  linanual 
independence, 

6  exhibit  the  intcrpeisonal  skills  necessaiv  for  suLLes>  ii,  the 
workplace  (su^h  as  working  harn.v  'iiouslv  a^  piUi  ot  a  team  jrui 
giving  and  taking  dnection) 
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Cultures  9'  '  Languages 

As  a  rt'sult  of  education  intrudes  k- 1 2,  each  student  should  he  ahle 
to 

1  recogni/e  characteristics  common  to  all  people,  such  as  phvsic  il 
attributes,  emotional  responses,  attitudes,  abilities  ai 
aspirations, 

2  respect  differences  among  people  and  recogni/c  the  plurahstic 
nature  of  United  States  society, 

3  demonstrate  an  understanding  of  other  cultures  and  their  roles 
in  mternational  affairs, 

4  anal\/e  the  structure  ol  spoken  and  written  language. 

5  recogni/e  the  commonalities  and  theditferences  that  exist  in  the 
structure  of  languages, 

6  understand  and  communicate  in  at  least  one  language  in  addi- 
tion to  English 

Histor>  and  Social  Sciences 

As  a  result  of  eduiatw!  in  i^rades  K-12,  eai  h  student  should  he  ahle 
to 

1  rccogni/e  and  analw  :  jnts,  personalities,  trends  and  'eliefs 
that  have  shaped  the  history  and  culture  of  ConncctiCw...  the 
United  States  and  the  or!d, 

2  demonstrate  a  knowledge  -1  United  States  historv  and  govern- 
ment and  understan.'i  A  :  duties,  reponsibilities  and  rights  ol 
United  Snt^s  citi/ensn'p, 

3  understand  the  basic  concepts  of  economics. 

4  afi.i!\/r  .in<1  lUTip.irt'  tlv  poI'fUMi  .md  ccj^nonM  hf!i md 
s\ stems  ol  the  United  States  with  those  of  other  nations. 

5  iliaiul  ^.UULLplS  di  aU  1]  llUJll  UK  discipiilK  ^  V>1  IllMV-l  \  a  lid 

the  social  sciences  anthropology,  economics,  geography,  law 
and  goveriMv.f  nt.  philosopln.  political  science,  psychology  and 
sociology    to  h\polhetical  and  real  situations, 

6  demonstrate  basic  knowledge  of  world  geography. 

7  appiv  (nf'i.il  thinkint^  skills  .m«1  IvnjnUcdiie  from  h'slor^  and 
the  social  sciences  to  the  decision-making  proce*  s  and  the  analy- 
sis of  controversial  issues  in  order  to  understand  the  nresent  and 
anticipate  *he  future. 

8  unUtisiaiiu  tne  roles  pla\cd  b\  various  ratial.  JihniL  anO  reli- 
gious groups  in  developing  the  nation's  pluralistic  sc  '^tv, 

9  appieciatethe  mutual  dependence  of  all  people  in  the  world  and 
understand  that  our  lives  are  part  of  a  global  community  loiiied 
by  economic,  social,  cultural  and  ci\ic  concerns 

Literature 

As  a  result  of  eduaUu^n  in  yradcs  k-12,  eaili  student  should  he  ahle 
to 

1  understand  that  literature  reflects  and  illuminates  human  expe- 
ri^^nces.  motives,  conflicts  and  values. 

2  understand  the  essential  elements  of  poetrv.  drama,  fiction  and 
nonlu'  ^n. 

3  understand  and  appreciate  selected  literarv  masterpieces,  both 
past  and  present,  that  manifest  diffcicnt  value  sv stems  and 
philosophies. 

4  recogni/e  svmbolism.  allegorv  and  myth, 
identilv  literal)  themes  and  their  implications. 

6  evaluate  selected  hteiaiv  works  and  support  each  evaluation. 

7  enjov  reading  as  a  lifelong  pursuit 

Mathematics 

4s  a  result  i^j  edmatutn  in^^ades  k-12,  eoili  student  should  he  ahl ' 
to 

1  undeist.ind  that  mathematics  is  a  means  of  expressing  quantifi- 
able ideas. 

2  appiv  inatliemalical  k  nowledge  and  skills  to  solv  c  a  bi  oad  an  av 
of  quantitativ  e,  spatial  and  analvtical  problems, 

3  use  mathematical  skills  and  techniques  to  complete  consumer 
and  )ob-related  tasks. 

4  select  and  use  appropriate  approaches  and  tools  for  solving 
problem*,  including  mental  computation,  trial  r  d  error,  paper 

r|  -nd  pencil,  calculator  and  computer. 


5  use  mathemaucal  operations  in  describing  and  analyzing  physi- 
cal and  social  phenomena, 

6  demonstrate  a  quantitative  sense  b>  using  numbers  for  eount- 
mg,  measuring,  comparing,  ordering,  scaling,  locating  ui 
coding, 

7  apply  basic  algebraic  and  geometric  concepts  to  representing, 
anaiy7ing  and  solving  problems 

8  use  basic  statistical  concepts  to  draw  conclusions  trom  data 

Physical  Development  and  Health 

4  s  a  resuh  of  education  in  grades  k-12,  each  stud'  nt  slundd  he  ahle 
to 

1  understand  human  giowth  and  developmeat,  the  functions  of 
the  body,  human  sexualitv  and  the  lifelong  value  of  physical 
fitness, 

2  plan  and  implement  a  physical  inness  program  witha  v  arietv  ol 
condit,(Ming  exercises  and  or  leisure  activ  ities, 

3  understand  ihe  busic  scientuic  principles  which  applv  to  human 
movement  and  physical  activities, 

4  understand  the  role  phvsical  activities  pla\  in  psvchological ,  1 
social  developmen  , 

5  understand  and  apply  the  basic  elements  of  proper  nutrition, 
avoidance  of  substaiicc  abuse,  prevention  and  treatment  o^ 
illness,  and  management  of  emotional  stress, 

6  recogni/e  the  neea  for  a  safe  and  healthv  environment,  practice 
proper  safet\  skills,  and  demonstrate  a  v  arietv  of  ba^ic  life 
sav  ing  skills 

Science  and  lechnoiogy 

As  u  result  of  edui  ation  intrudes  k-12,  each  student  sh()idii  he  ahle 
to 

1  understand  and  applv  the  basic  principles,  ccjncepts  and  lan- 
guage of  biologv,  chemistrv,  phvsics,  earth  and  space  science, 

2  understand  the  implications  ol  Imutcd  natural  resources,  tne 
studv  of  ert)Iogv  and  the  need  foi  conservation, 

3  idcntifv  and  design  techniques  lor  recogni/ingand  sol\  ing  prob- 
lems in  science,  including  the  development  of  hvpolheses  and 
the  design  ol  experiments  to  test  them  the  gathering  of  data, 
presenting  them  in  approp'  late  fo'^mats,  and  drawing  inferences 
based  upon  the  results. 

4  use  observation  and  analvsis  of  similaritic,  and  differences  in 
the  studv  of  natural  phenomena, 

5  demonstrate  the  ability  to  work  with  laboratorv  measuring 
rranipulating  and  sensing  devices. 

6  understand  the  implications  of  existing  and  emerging  technc>lo- 
gies  on  our  societv  and  our  qualitv  o^  hie,  mcluding  personal, 
academic  and  wor'  environments. 

7  recogni/e  the  poten.'al  and  the  limitations  ol  science  and  tech- 
nol(^g\  in  solving  societal  pioblems 
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Sec  pjj.'cs  for  thc^ull  text  ol  each  clcnicni  listed  in 

abbreviated  form  below 
RATING  SCALF 

A     r  lement  should  be  gi\en  a  n^cor  [olu«; 
U     ricnienl  should  be  given  a  m  xitraie  Iolus 
C    Element  should  be  ^iiven  a  minor  locus 
D    tie  nent  not  (rauitionaiiy  a  loctjs 

AH  UliUIf  KS  AND  ATM  llDi  s 

1  VVoi  ih  niul  Si  II  I  sl4 1  111   

2  Pcrson.il  !  Ileclivi  mss  

1  Understanding  Strengths  and  W  cakncbscs  

Motivttion  tnd  Persistence 

1  Pride  of  Accomplishmcnl  

2  Desire  to  Succeed   

3  1  .isks  and  AnibilMins   

Kespon^ibtlily  tnd  Seir-Keltince 

1  Identify  Needs  and  Set  Goals  

2  Kcsponsibilily  for  Actions   

3  Dependability  

4  Sclf-Control  

Intelieclugl  Curiosity 

1  Questioning  Attitude  

2  Independence  of  Thought  

3  Lifelong  Learning   

Interpersonil  Relations 

1  Productive  Relationships  

2  Concerns  and  Cu5.to(Tij  ol  Others  

3  Reach  Group  Dteisions  

4  Roles  and  Rcsponsibililics   

Se  ise  of  Community 

1  Belonging  to  a  Group   

2  Quality  of  Life   

3  Values  Standards  and  Ir.nlitions   

4  HisloiiL.il  and  I  tinuc  Heritage  

Moral  and  Mliicil  Valuer 

1  Moral  and  Lihical  Conduct  

2  Values  Affeei  r  hoiecs  and  C  <inllict<;   

3  Moral  Judgments  and  Llhicil  DcciMoiu   


SKILLS  AND  COMFtlENCIKS 
Rctdini; 

1  M.:in  <iiid  Suhortiin.itc  Idt.u  .     .  .  . 

2  Ciimp.irisons  (.  iinlr.isK  Sc  tjHi, lut. <;  . 
1  Mc.miiifi     Icicnti.il  I  itcr.il   

4  Predictions  Qiic^tjons.  C  onclu<;ion  . 

5  Critical  Judgments  

6  varying  Reading  Speed  and  Meth(>d 

7  l-ealures  of  Relerence  Malcnals  .  .  . 
WrttmK 

1  Sciuciuc  Stiuctuii-  

2  OrgaiU7e  and  keijtc  hk  .IS   

3  Sentences  and  Paragidph*;   

4  Language  Stvie  and  Formal   

5  Conceive  Ideas   

6  Gather  In*  ;malion   

7  Reslructi.  .ng  and  Rewriting  

Spetkinf,  Listen"-"  it^i  Virwmg 

1  Oral  Exchange  of  Ideas   

2  Ask  and  Anstver  Questions  

3  Spoken  Instructions   

4  Distinguish  Relevant  from  Irrelevant 

5  Comprehend  Ideas  

6  Verbal  and  Nonverbal  Presentations 

7  Oral  Presentations   

Qutntitat'-  ^  Skills 

1  Add.  Subtract,  Multiply  and  Divide 

2  Use  Measurements  

3  U'ltios  .iiul  Propotitons  

4  Sp.iti.il  Kclatumships   

5  1  stin.atcs  and  Approximations    .  .  . 

6  Probability  and  Statistics  

7  Tables.  Charts  and  Graphs   

8  Solve  Problems  

Reasb  lin  •  ind  Problem  Solving 

1  Inductive  and  Deductive   

2  Conclusions  Ironi  Inlonn^ilion  .  .  .  . 

3  Predictions  and  Hypotheses   

4  Concepts  and  Generalizations    .  .  .  . 

5  Caiftc  and  Effect  Relationships    .  .  . 

6  Formulate  Problcnu  

7  Information  Pertinent  tu  Problems  . 

8  Solutions  to  Problems  

9  Creative  Thinking  Skills  

Letrnini  Skills 

1  Goals  and  Priorities   

2  Habits  Conducive  to  I  earning  .  .  .  . 

3  Short  and  1  t>nf;  leim  Projects  .  .  .  . 

4  Sources  of  Inlornianon  

5  Note  Failing  
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M)  \  VVl  l(  A  I  IONS 


ni  I*.  1 1.. 


^  N|>p.u  I  lie  tl  t.  \tis   

^  Am  I  ofins  and  St\lc  

4  M  iknaU  .inil  I  ools   

*>  I  mj'ii  ij't  (d  I  ,H  h  Art  I  onn    .  . 

('  At^ll  .  h,  Ok  iIkks    .  . 

(  UriM  tS  »ll(l  V  0(  HllOllS 

1  I'oMliw  Mtniidi.N  hiw.ird  V^oik 

2  I  inplov  ihthlv  SkilK   

K  jnpc  <if  Oci  up.itions  ... 

4  I  ducjhon  and  I  raining  

*i   Pfi^oiial  rn)l!(itmc<i   

I  ii!u  p(  <;<Mi.il  SkUls   

(  ulturrs  and  !  anpuagrs 

1  (  (  ninion  (.  Iiaradenstics    .  .  .  .  , 

2  l>ilk'icnccN  \nTnig  People  .  .  . 
1  !  ndoistaiulmp  Olhet  Cullure<i 

4  St'intiire  i>f  I  anpuapc  

*^  (  .M>iriM>iialiiii  ^  iiiid  Dillc!cruc<i 

I      it:n  I  iiign  iiic   

Ilrst(ir>  and  Social  Sciences 

1  (  iMMuttKiil  V  S  and  VNoiid  .  .  , 

2  I'S  lliMors  and  (jovernmeni  . 

I  (.  I  HIOMIK  <i    .  . 

t  I'.'lKi.  il  iimI  I  .  MiMH.Mt  Svsluri 

^     ht   .  l[.il,U  ^  |hs|,,,\   

^1    \'^n.h|        Mj.f  tplu   

C  ni  K  ,i!  J  Iritk  mj:  

5  I'jiit  ilpht.  S  >v  Klv 
Mnln  II  I )(  |M  'uli^ru'*  ... 


0 


I  Mr  rithif( 


Ml  I 


2  I  ^  t  till  ll  I  !(  IM'  rMs   

^  I  .rt  I  ,u  MaMupiM.s  .     .  .  . 

t       mb  .[i  in    Ml<         am)  M  vth  . 

^  I  It'  Mn  !  I'-  n(cs  

(>      I    'h   I  IM 

'    I'     l.liti^        I  ill  loii^  I'lliMMl 

Mafliriii»tus 

i   I  >  ["K  Mt'^'  <,>tr  niiiiianlc  U*(.a<i    .  . 

^  {'f  (  bj,  {I)  Sdh  ifij:  

M  .  n  ,'iinr  1,.  I  Inh  ttl  it(  .1  I  jsks 
}   I  Hntv  In,  ,..K.iir  I'm. hi,  ,ns  .    .  . 
IMh  ii  sI  (imI      '  .  d  l''n  M'uru  ii  i 


Mj'(  b'   .1    iiid  ( 1'  iiMR  t  ru  (  iiivL  pis 
^         H  -In  !'  (  (Ml  •  |Mv   

PIivsuhI  |)rvrlopinriil  nnd  Health 

[  ( ti  nn  I  h  i'hI  I  h  u'li'pfncnt  .... 
2   jMu'u  i|  I  itrii  ^s        .  . 

^  "^uMHii  i  I'liiu  ipals   

4  Sut  lal  I )'  v^lcpini  til  

I  It  nil  \\\\  "f  NulrilKMi   

I  Ic  tlllu  !  iu  ni  'uncnt  .  .  .  ,  . 
Sciciirc  fliid  Irrhnoh>g> 

I   U  I  II  I'm;  I  ipits  .i|  iIm   .uuiu    .  . 


2  ^  .t'ltal  \ii 
^  S  .Kin^  \'\ohU  ms     .  . 
4  Natural  IMu  Pen'  tia  . 

1  ahtw  ah'i  V  Mt  asur mg 
^1  1  'tu  rciii)'  I  t  [  hiif'nj'K  s 

7    PiUi  litl  )l  ,|ImI  I  IIIIII.llHM 
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Example   of  Written    Contractual    AgreeniLiit  A  j)    c  fitl  i  x    ( * 

for  Nurse  Assistant   I'  r  o  g  r  a  mi 


M  EM  OR  A  N  DIJ  M  OF  AGP  K  EM  F;  NX 


This  memorandum  of  agreement  between  the  Health  Assistant  Program 
under  the  direction  of   th  ,  Board  of   Koucation  and  The 

,    i^Ma  M    bn   n   con  t  i  nu  i  ii<i  .kh^vmii'MiL 
unless  terminated  under  provisions  provided.      It  may  also  be 
subject  to  modification  or  revision  under  the  proper  sections 
noted. 

I .     Def Ini  t  ions: 

For  the  purpose  of  this  agreement,   the  following 
words  shall   be  defined  as  stated  below: 

High  School  - 

Student  -  Students  enrolled  at  High 
School,  who  are  participating  In  a  program  with 
the  aforementioned  health  care  facilities,  to  gain 
knowledge  and  Information  regarding  health  care. 

Clinical   Hours  -  The  hours  which  the  students 
spend  In  the  cllnclal  areas.   Including  pre  and 
post  conference  t  ime. 

Health  Assistant  Instructors  ~  l.iose  persons 
assigned  by  the  Board  of  Education, 

with  the  responsibility  of  training  and  supervising 
the  student o 

Assigned  Patient  C;^re  Unit  -  Instructional  unit 
that  the  student   Is  assigned  to,   for  the  particular 
care  of  an  Individual  patient. 


A. 
B. 

C. 


D. 


E. 


II*     The  Health  Assistant  Program  will  be 

responsiDl e  f or : 

A^     Proper  Identification  and  selection  of  students, 
male  and  female,  who  will  have  shown  satisfactory 
evidence  of  those  qual 1 : Icat 1 ons  and  aptitudes 
which  are  essential   to  training  progress  In  this 
field. 


B 


Personal   and  general   professional  guidance  of  the 
students  through  a  fully  qualified  and  certlflecl 
"Registered  Nurse."     This  person  will  supervise 
and  coordinate  students  and  their  activities  under 
this  cooperative  vocational  education  agreement. 

Attendance  of  students  at  the  time  and  place 
specified  by  prior  consultation,   for  the  clinical 
expe^^ence. 


ERIC 


D.     The  clinical   phase  of   training  to  begin  not  earlier 
than   the    I  <ifjt  w<^ek   a  (   .Sr[>  t  rmh(M'  o  f    e<\(:h  Mchoo  I 
yeat  ;    nor  extenci  beyoncJ  the   first  week    In  June  of 
said  school    year.      Except   that    In  event   of  neeci 

and  by  mutual    consent,    special    arrangements  niay  be 
made  . 


Hi.     The  Health  Assistant  Instructor  will: 


A.  Be  a  registered  nurse  currently    licensed  and 
certified  to  practice   in  the  State  of  Connecticut 
and  function        a  representative  of  the  school  In 
those  areas  of   this  agreement  which  involve  the 
regulations  and  standards  of   these  health  care 
facilities;  as  well   as  ensure  that   the  high 
standards  of  education  and  training  are  maintained. 

B.  Instruct  students  as  to  the  confidentiality  of  all 
information  which  may  come  to  them  in  the  course 
of  patient  care  training, 

C-     Be  responsible   for   all    student!!,   wherever  locate<i. 

D.     Supervise  and  control   not  more  than  six  (6) 
students   In  a  par 1 1 cu 1 ar  pat  1  en t  care  unit. 


IV,     The  student  will: 


A-     Be  responsible   for  the  uniform.    Identification,  and 
maintenance  of   the  same, 

B.     Function  as  an  observer  onlJZ^  in  areas  other  than 
"Assigned  Patient  Care  Units." 

Have  a  physical  examination  prior  to  entering  the 
c  1  1  n  I  ca 1   area  - 


D.  Be  In  the  clinical  area 

on  designated  days  for  a 
total   of  at   least  sixty  (60)  hours  practlca* 
exper 1 ence  for  the  school   year , 

E.  Be  withdrawn  from  the  clinical   phase  until 
requa 1 1 f 1 ed,    if  not  per  form 1 ng  satlsfactorl ly 
for  whatever  reasons . 

V.     The  Health  Care  FaclMtles  will  be  responsible  for? 

A.     Allowing  the  Health  Assistant   Instructor   to  orient 
the  students  to  the  health  care  facility  and  Its 
environs  and  services. 


B,     Providing  a  clinical   environment  for  practical 
exper 1 ences  for  the  student . 
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req'rd  no  Information   to  the  Instructor 

reg=,rding  changes  in   the  health  care  facility 

^"^  regul-tion   that  ..ftocl: 
student    instruction  and  training  experience 


D.     Assisting  the  Instructor  by  an  on-going  sharing  of 

he°cM^  student's  progress  dur?^g 

i-ne  Clinical  practicing. 

^'     wr?Mn^"^"°^'"  ^"  instructor  and  the  school  In 

writing  of  any  student's  Improper  conduct. 

^'     year'wfth  ?^"K''^  ?5  '''^  Program's  results  for  the 
Jor  anafS.f      ^^^^  facility  staff  to  provide 

as  aPDl  nJif'  T^Z""  ^"^  corrective  recommendations, 
tVlVt.LtTul:[  scho:,^'°L^^!^^"^  ^"^  l^.emented  In 

AdvJsorr^'"^  I?  '''^  established  Health  Assistant 
aurll^l  Council,   for  purposes  of  evaluation  of 
serve  ti""™'  t"^  reasons  which  would 

meertie  n^^=    /  ^^^'^^^  program  and  better 

meet  the  needs  of  a! 1  parties  to  this  agreement. 

Insurance 

Assistant  N..no.  """"t  '  "F  ^^^'^^ant  Instructor  and  the 
TnslTncl  coverage  "'^he"'°'       ^  '  be  responsible  for  the 
will  be  reSnonofSf*   .       .  ^^^""^  °^  Education 

will  De  responsible  for  Insurance  coverage  of  the 

Heafth  lacinJ"'^"''"^  ""'^^'^  to^Ind  fJS^  the 

Health  Facility  as  per  the  attached  letter. 

Terml nat 1  on 

or'byTther"n/?^".''^^  terminated  by  mutual  consent 
be  effect  writing.     Such  termination  shall 

such  I  reauest'^T^  J^V^^  °^  ^^^"^  ^^ich 

sucn  a  request  is  tendered.     The  year  end  effective  da-e 

tLTl  °f  this  agreement  will  provide  Lpt^ 

tr^tnfng."''^'"'"  '°  satisfactorily  complete  their  ' 
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VIII.     students  part  ic;lr>.,u„n   I  r.    ihr  fJu,  -Unu  „.t 

will   be  requUed   to   Lake   Lhe  IM'.D.    te^t.  '  ""<r  ,.m 
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  Nursing  Ultector 

  Director  of  Nursl  ng-Hea  i  tti  Director 

 .   Superintendent  of  Schools  - 


  District  Vocational   Ed.  Coordinator 

Home  Ec/Vocatlonal/Industrlal  Arts 


-Nursing  Assistant  Instructor 
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